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The Nursing Process: An Overview 



The nursing process offers you a structure for applying your knowl- 
edge and skills in an organized, goal-oriented manner. The corner- 
stone of clinical nursing, the nursing process is a systematic method 
for: 

•determining the patient's problems 

•formulating a diagnostic statement 

•devising a plan to solve those problems 

• implementing the plan or assigning others to implement it 

•evaluating the plan's effectiveness. 

In its early stages, the nursing process consisted of four distinct but 
interrelated phases: assessment, planning, implementation, and evalu- 
ation. Within the past two decades, diagnosis has emerged as a dis- 
tinct step in the nursing process. Several events encouraged this 
important development: 

•The American Nurses' Association, in its publication "Standards of 
Nursing Practice,' 1 mentioned nursing diagnosis as a separate and de- 
finable act performed by the registered nurse. 
•Several states passed nurse practice acts that listed diagnosis as 
part of the nurse's legal responsibility. 

•In 1973, the North American Nursing Diagnosis Association (NANDA) 
began a formal effort to classify nursing diagnoses. This led to the de- 
velopment of NANDA Taxonomy I Revised -a classification system for 



nursing diagnoses based on human response patterns. NANDA contin- 
ues to meet biennially to review proposed new nursing diagnoses and 
examine applications of nursing diagnoses in clinical practice, educa- 
tion, and research. Their most recent meeting was held in April, 1992 
in San Diego, California. Currently, members of NANDA are working in 
cooperation with the International Council of Nurses to develop a ver- 
sion of the taxonomy for inclusion in the International Classification of 
Diseases. 

• In 1991, the Joint Commission on Accreditation of Healthcare Organi- 
zations (JCAHO) incorporated the concept of nursing diagnosis into its 
revised standards for nursing care. The JCAHO now requires that 
each patient's care be based on nursing diagnoses that have been 
made by a registered nurse. 

The five phases of the nursing process are dynamic and flexible; 
they often overlap. The following is a brief summary of each step: 

Assessment 

This systematic method of collecting data identifies a patient's actual 
and potential health needs. You may obtain data through a nursing his- 
tory, a physical examination, and a review of pertinent laboratory and 
medical information. You should verify assessment findings with the 
patient whenever possible. 
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The Nursing Process: An Overview 

(continued) 



Nursing diagnosis 

According to NANDA, the nursing diagnosis is a "clinical judgment 
about individual, family, or community responses to actual or potential 
health problems or to life processes. Nursing diagnoses provide the 
basis for selection of nursing interventions to achieve outcomes for 
which the nurse is accountable." The nursing diagnosis must be sup- 
ported by clinical information obtained during patient assessment. 

Nursing plan of care 

The plan of care refers to a written plan of action designed to help you 
deliver quality patient care. It includes relevant nursing diagnoses, ex- 
pected outcomes, and nursing interventions. Expected outcomes de- 
scribe behaviors or results to be achieved within a specified period of 
time. You should state expected outcomes in measurable, observable 
terms and date them. Nursing interventions describe the activities de- 
signed to achieve these outcomes. Such activities may include moni- 
toring and providing care to the patient, and educating and supporting 
the patient, family, or significant other. Expect to individualize each in- 
tervention according to the patient's needs. 

Also expect to review, revise, and update the entire plan of care on 
a regular basis, according to institutional policy. Keep in mind that the 
plan of care usually forms a permanent part of the patient's health re- 



cord. Your documentation of goal achievement should be consistent 
with the contents of the plan of care. 

Implementation 

Implementation refers to actions taken to achieve expected outcomes, 
along with subsequent documentation. Remember that any action not 
documented may be overlooked during quality assurance monitoring or 
evaluation of care. Another good reason for thorough documentation: It 
offers a way for you to take rightful credit for your contribution in help- 
ing a patient achieve the highest possible level of wellness. After all, 
nurses use a combination of interpersonal, intellectual, and technical 
skills when providing care. 

Evaluation 

The final phase of the nursing process, evaluation refers to the com- 
parison of expected outcomes with results. This phase provides an in- 
centive for reviewing plan of care. Failure to achieve desired outcomes 
indicates a need to establish new goals and interventions. If health 
problems are resolved, evaluation provides positive feedback. Evalua- 
tion is also conducted through quality-assurance monitoring and other 
methods for measuring the effectiveness of nursing care. 



How to Use Nursing Diagnosis Cards 



Nursing Diagnosis Cards provide the information you need when car- 
ing for patients. Using a simple yet comprehensive style, the authors 
have developed helpful, practical plans of care based on more than 
175 diagnostic statements. For this 7th edition, the authors have re- 
vised Nursing Diagnosis Cards to provide the most up-to-date informa- 
tion on nursing diagnoses available, including the new diagnoses 
proposed at the 10th Conference on Classification of Nursing Diag- 
noses held in April 1992, and approved by a vote of the NANDA mem- 
bership. 

The diagnostic statement appears at the top of each card, followed 
by an etiologic statement that forms the foundation of the plan of care. 
In some cases, such as "Health-seeking behaviors," you'll find a series 
of cards based on differing but related etiologies. Besides providing 
even more information on the diagnosis, the series serves as an exam- 
ple to help you tailor your own plans of care to individual patients. For 
nursing students, these cards offer a helpful supplement to your read- 
ing in general nursing textbooks. 

ORGANIZATION 

For every nursing diagnosis and etiologic statement, the front of each 
card contains the following sections: 



Definition 

This section appears in the upper left corner of the card. It offers a 
brief definition of the nursing diagnosis. 

This section gives guidelines for collecting data to validate the diagno- 
sis. Data may include health history, status, physical findings, behavior; 
patient statements, and other subjective and objective information. 

Defining characteristics 

This section lists deviations from normal that help to confirm the diag- 
nosis. For diagnoses - for example, "Skin integrity impair- 
ment, high risk for" -this section is labeled "Risk factors. " 

Associated medical diagnoses 

In this section, you'll find medical problems that commonly relate to the 
nursing diagnosis. This list is not exhaustive; by carefully assessing 
signs and symptoms, you may find additional associated diagnoses. 
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How to Use Nursing Diagnosis Cards 

(continued) 



The back of each card always contains these three sections: 
Expected outcomes 

Here you'll find realistic goals for resolving or ameliorating the patient's 
health problem. They're written in measurable, behavioral terms and 
cross-referenced to the appropriate nursing interventions. 

Interventions and rationales 

This section identifies specific activities you can carry out to help 
achieve expected outcomes for the patient, family, or significant other. 
This edition of Nursing Diagnosis Cards also includes specific ratio- 
nales for each intervention. The rationales appear in italics to help you 
locate them easily. Each intervention is numbered to correspond to the 
appropriate expected outcomes. A double dagger (*) placed beside a 
nursing intervention indicates that it usually requires a doctor's order. 

Documentation 

This section lists critical topics to include in your documentation -for 
example, patient perceptions, status, response to treatment, and 
nursing observations and interventions. Keep in mind that your docu- 
mentation must include evaluations for each expected outcome and 
any changes made to the plan of care. 



In brief, the Nursing Diagnosis Cards let you spend more time with 
your patients and less time on paperwork. That helps you be a better 
nurse. To help you even more, we've incorporated several valuable fea- 
tures: 

•Each diagnostic label has been approved by the North American 
Nursing Diagnosis Association (NANDA). 
•The etiologic statement that accompanies each diagnosis makes di- 
agnostic and care information more clinically relevant. This feature 
makes it easier to tailor your plan of care to actual patient problems. 
• Rationales are provided for nursing interventions. 
•The Nursing Diagnosis Cards format allows you to insert specific 
data reflecting your own nursing care practices; for example, instruc- 
tions about independent, interdependent, or dependent nursing actions, 
or your own ideas about improving the quality of patient care. 
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NANDA Taxonomy I Revised 

Human Response Patterns 



The North American Nursing Diagnosis Association (NANDA) en- 
dorsed its first nursing diagnosis taxonomic structure, NANDA Taxon- 
omy I, in 1986. Taxonomy I Revised 1989, organized around nine 
human response patterns, is the currently accepted classification sys- 
tem for nursing diagnoses. The nine patterns and their definitions are: 

1. Exchanging: mutual giving and receiving 

2. Communicating: sending messages 

3. Relating: establishing bonds 

4. Valuing: assigning worth 

5. Choosing: selection of alterations 

6. Moving: activity 

7. Perceiving: reception of information 

8. Knowing: meaning associated with information 

9. Feeling: subjective awareness of information 

The complete taxonomic structure begins in the next column. Note 
that Taxonomy II is currently under development. 



Pattern 1. Exchanging: A human response pattern involving 
mutual giving and receiving 

1 .1 .2.1 Altered nutrition: More than body requirements 

1 .1 .2.2 Altered nutrition: Less than body requirements 

1.1 .2.3 Altered nutrition: High risk for more than body 

requirements 
1.2.1.1 High risk for infection 

1 .2.2. 1 High risk for altered body temperature 

1.2.2.2 Hypothermia 

1.2.2.3 Hyperthermia 

1 .2.2.4 Ineffective thermoregulation 
1.2.3.1 Dysreflexia 

1.3.1.1 Constipation 

1.3.1.1.1 Perceived constipation 

1.3.1.1.2 Colonic constipation 

1.3.1.2 Diarrhea 

1.3.1.3 Bowel incontinence 
1.3.2 Altered urinary elimination 

1.3.2.1.1 Stress incontinence 

1.3.2.1.2 Reflex incontinence 

1.3.2.1.3 Urge incontinence 

(continued) 
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NANDA Taxonomy I Revised 

(continued) 



1.3.2.1.4 Functional incontinence 

1.3.2.1.5 Total incontinence 
1.3.2.2 Urinary retention 

1 .4.1 .1 Altered (specify type) tissue perfusion (renal, 
cerebral, cardiopulmonary, gastrointestinal, 
peripheral) 

1.4.1.2.1 Fluid volume excess 

1.4.1.2.2.1 Fluid volume deficit 

1 .4.1 .2.2.2 High risk for fluid volume deficit 
1 .4.2. 1 Decreased cardiac output 

1.5.1.1 Impaired gas exchange 

1.5.1.2 I neffective airway clearance 

1 .5. 1 .3 Ineffective breathing pattern 

1 .5.1 .3.1 Inability to sustain spontaneous ventilation 

1 .5.1 .3.2 Dysfunctional ventilatory weaning response 

1.6.1 High risk for injury 

1 .6.1 .1 High risk for suffocation 

1.6.1.2 High risk for poisoning 

1.6.1.3 High risk for trauma 

1.6.1.4 High risk for aspiration 

1.6.1.5 High risk for disuse syndrome 

1.6.2 Altered protection 



1.6.2.1 Impaired tissue integrity 

1 .6.2.1 .1 Altered oral mucous membrane 

1.6.2.1.2.1 Impaired skin integrity 

1.6.2.1.2.2 High risk for impaired skin integrity 

Pattern 2. Communicating: A human response pattern involving 
sending messages 

2.1.1.1 Impaired verbal communication 

Pattern 3. Relating: A human response pattern involving 

cSidUllsniny Dunus 

3.1.1 Impaired social interaction 

3.1.2 Social isolation 

3.2.1 Altered role performance 

3.2.1.1.1 Altered parenting 

3.2.1.1.2 High risk for altered parenting 
3.2.1.2.1 Sexual dysfunction 

3.2.2 Altered family processes 

3.2.2.1 Caregiver role strain 

3.2.2.2 High risk for caregiver role strain 



(continued) 



NANDA Taxonomy I Revised 

(continued) 



3.2.3.1 


Parental role conflict 


Pattern 6. Moving: A human response pattern involving activity 


3.3 


Altered sexuality patterns 


6.1.1.1. 


Impaired physical mobility 






6.1.1.1.1 


High risk for peripheral neurovascular dysfunction 


Pattern 4. 


Valuing: A human response pattern involving the 


6.1.1.2 


Activity intolerance 


assigning 


of relative worth 


6.1.1.2.1 


Fatigue 


4.1.1 


Spiritual distress (distress of the human spirit) 


6.1.1.3 


High risk for activity intolerance 






6.2.1 


Sleep pattern disturbance 


Pattern 5. Choosing: A human response pattern involving the 


6.3.1.1 


Diversional activity deficit 


selection of alternatives 


6.4.1.1 


Impaired home maintenance management 


5.1.1.1 


Ineffective individual coping 


6.4,2 


Altered health maintenance 


5.1.1.1.1 


Impaired adjustment 


6.5.1 


Feeding self-care deficit 


5.1.1.1.2 


Defensive coping 


6.5.1.1 


Impaired swallowing 


5,1.1.1.3 


Ineffective denial 


6.5.1.2 


Ineffective breastfeeding 


5.1.2.1.1 


Ineffective family coping: Disabling 


6.5.1.2.1 


Interrupted breastfeeding 


5.1.2.1.2 


Ineffective family coping: Compromised 


6.5.1.3 


Effective breastfeeding 


5.1.2.2 


Family coping: Potential for growth 


6.5.1.4 


Ineffective infant feeding pattern 


5.2.1 


Ineffective management of therapeutic regimen 


6.5.2 


Bathing/hygiene self-care deficit 




(individual) 


6.5.3 


Dressing/grooming self-care deficit 


5.2.1.1 


Noncompliance (specify) 


6.5.4 


Toileting self-care deficit 


5.3.1.1 


Decisional conflict (specify) 


6.6 


Altered growth and development 


5.4 


Health-seeking behaviors (specify) 


6.7 


Relocation stress syndrome 








(coniinuedl 
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NANDA Taxonomy I Revised 

(continued) 



Pattern 7. Perceiving: A human response pattern involving the 
reception of information 

7.1.1 Body image disturbance 

7.1.2 Self-esteem disturbance 

7.1.2.1 Chronic low self-esteem 

7.1 .2.2 Situational low self-esteem 

7. 1 .3 Personal identity disturbance 

7.2 Sensory/perceptual alterations (specify -visual, 

auditory, kinesthetic, gustatory, tactile, olfactory) 
7.2.1.1 Unilateral neglect 

7.3.1 Hopelessness 

7.3.2 Powerlessness 

Pattern 8. Knowing: A human response pattern involving the 
meaning associated with information 

8.1.1 Knowledge deficit (specify) 

8.3 Altered thought processes 



Pattern 9. Feeling: A human response pattern involving the 
subjective awareness of information 



9.1.1 


Pain 


9.1.1.1 


Chronic pain 


9.2.1.1 


Dysfunctional grieving 


9.2.1.2 


Anticipatory grieving 


9.2.2 


High risk for violence: Self-directed or directed 




at others 


9.2.2.1 


High risk for self-mutilation 


9.2.3 


Posttrauma response 


9.2.3.1 


Rape-trauma syndrome 


9.2.3.1.1 


Rape-trauma syndrome: Compound reaction 


9.2.3.1.2 


Rape-trauma syndrome: Silent reaction 


9.3.1 


Anxiety 


9.3.2 


Fear 



Activity intolerance 

related to imbalance between 
oxygen supply and demand 




Definition 



Extreme fatigue or other physical symptoms 
cat 



Assessment 



e, respiratory 

9, or both 

•Patient's perception of tolerance for activity 
•Respiratory status, including arterial blood 
gases, pulmonary function studies, and respi- 
ratory rate, depth, and pattern both at rest 
and with activity 

•Cardiovascular status, including blood pres- 
sure, complete blood count, exercise ECG re- 
sults, and heart rate and rhythm both at rest 
and with activity 

•Knowledge, including understanding of pre- 
sent condition, perception of need to maintain 
or restore an activity level consistent with ca- 
pabilities, and physical, mental, and emotional 
readiness to learn 



Defining characteristics 



•Verbal report of fatigue or weakness 
•Circulatory problems, respiratory problems, 
or both, including abnormal heart rate or blood 
pressure in response to activity, arrhythmia or 
ischemic changes on ECG, and exertional dis- 
comfort, dyspnea, tachypnea, or hyperpnea 



Associated medical diagnoses 

Acute myocardial infarction, anemias, asthma, 
bronchitis, chronic obstructive pulmonary dis- 
ease, congenital cardiac and valvular disor- 
ders, congestive heart failure, interstitial lung 
disease, peripheral vascular disorders, pulmo- 
nary edema, pulmonary embolus, respiratory 
failure, respiratory infections, respiratory neo- 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient states desire to increase activity 
level. (1,2,3,7) 

• Patient states understanding of the need to 
increase activity level gradually. (1,4,5,6,7,9) 
•Patient identifies controllable factors that 
cause fatigue. (5,7,8,9) 

• Blood pressure and pulse and respiratory 
rates remain within prescribed limits during 
activity. (4,6,7,8,10) 

• Patient states sense of satisfaction with each 
new level of activity attained. (2,3,7,8,9) 
•Patient demonstrates skill in conserving en- 
ergy while carrying out daily activities to toler- 
ance level. (7) 

•Patient explains illness and connects symp- 
toms of activity intolerance with deficit in oxy- 
gen supply or use. (4,5,7,8,9,10) 

Interventions and rationales 

1. Discuss with patient the need for activity, 
which will improve physical and psychosocial 
well-being. 

2. Identify activities the patient considers de- 
sireable and meaningful to enhance their posi- 
tive impact. 



3. Encourage patient to help plan activity pro- 
gression, being sure to include activities the 
patient considers essential. Participation in 
planning helps ensure patient compliance. 

4. Instruct and help patient to alternate peri- 
ods of rest and activity to reduce the body's 
oxygen demand and prevent fatigue. 

5. Identify and minimize factors that decrease 
the patient's exercise tolerance to help in- 
crease the activity level. 

6. Monitor physiologic responses to increased 
activity (including respirations, heart rate and 
rhythm, blood pressure), to ensure return to 
normal a few minutes after exercising. 

7. Teach patient how to conserve energy while 
performing activities of daily living -for exam- 
ple, sitting in a chair while dressing, wearing 
lightweight clothing that fastens with Velcro or 
a few large buttons, and wearing slip-on 
shoes. These measures reduce cellular metab- 
olism and oxygen demand. 

8. Teach patient exercises for increasing 
strength and endurance, which will improve 
breathing and gradually increase activity level. 

9. Support and encourage activity to patient's 
level of tolerance. This helps develop the pa- 



tient's independence. 

10. Before discharge, formulate a plan with 
the patient and caregivers that will enable the 
patient either to continue functioning at maxi- 
mum activity tolerance or to gradually in- 
crease the tolerance. For example, teach the 
patient and caregivers to monitor patient's 
pulse during activities; to recognize need for 
oxygen, if prescribed; and to use oxygen 
equipment properly. Participatbn in planning 
encourages patient satisfaction and compli- 
ance. 

Documentation 

•Patient's perception of need for activity 
•Patient's priorities in performing selected ac- 
tivities 

• Patient's description of physical effects of 
various activities 

•Observations made while the patient per- 
forms activities 

•Skills demonstrated by patient in conserving 
energy during activity 

• New activities patient was able to perform 
•Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Activity intolerance 

related to immobility 




Definition 



Extreme fatigue or other physical symptoms 



Assessment 



•History of present illness 

• Past experience with prolonged bed rest 
•Age 

• Neurologic status, including level of con- 
sciousness, orientation, motor status, and 
sensory status 

• Respiratory status, including arterial blood 
gases, breath sounds, and the rate, depth, 
and pattern of respiration both at rest and with 
activity 

• Cardiovascular status, including blood pres- 
sure, skin color, hemoglobin and hematocrit, 
and heart rate and rhythm both at rest and 
with activity 

• Musculoskeletal status, including range of 
motion and muscle size, strength, and tone 



Defining characteristics 



• Verbal report of weakness or fatigue 

• Circulatory problems, respiratory problems, 
or both, including exertional discomfort, ar- 
rhythmia or ischemic ECG changes, cyanosis, 
and abnormal heart rate, respiratory rate, or 
blood pressure 

• Inability to move, such as from paralysis 
(partial or complete) or skeletal traction 

• Prolonged bed rest for any reason 



Associated medical diagnoses . 

Acute respiratory failure, cerebrovascular acci- 
dent, congestive heart failure, craniocerebral 
trauma, encephalitis, fractures requiring skele- 
tal traction, Guillain-Barre syndrome, meningi- 
tis, multiple sclerosis, peripheral vascular 
disease, rheumatoid arthritis, spinal cord in- 
jury, subacute bacterial endocarditis, vertebral 
fractures 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient regains and maintains muscle mass 
and strength. (1,2,3,4) 

• Patient maintains maximum joint range of 
motion. (1,2,3,4) 

•Patient performs isometric exercises. (1,4,8) 

• Patient helps perform self-care activities. 
(1,4,6,8) 

• Heart rate, rhythm, and blood pressure re- 
main within expected range during periods of 
activity. (7) 

• Patient states understanding of and willing- 
ness to cooperate in maximizing activity level. 
(4,5,6,8) 

• Patient performs self-care activities to toler- 
ance level. (4,5,6,7,8) 

Interventions and rationales 

1. Perform active or passive range-of-motion 
exercises to all extremities every 2 to 4 hours. 
These exercises foster muscle strength and 
tone, maintain joint mobility, and prevent con- 
tractures. 

2. Turn and reposition the patient at least ev- 
ery 2 hours. Establish a turning schedule for 
the dependent patient. Post schedule at bed- 



side and monitor frequency. Turning and repo- 
sitioning prevents skin breakdown and 
improves breathing. 

3. Maintain proper body alignment at all times 
to avoid contractures and maintain optimal 
musculoskeletal balance and physiologic 
function. 

4. Encourage active exercise: 

a. Provide a trapeze or other assistive de- 
vice whenever possible. Such devices 
simplify moving and turning for many pa- 
tients, and also allow them to strengthen 
some upper-body muscles. 

b. Teach isometric exercises to allow patient 
to maintain or increase muscle tone and 
joint mobility. 

c. Have patient perform self-care activities. 
Begin slowly and increase daily, as toler- 
ated. Activities will help patient regain 
health. 

5. Provide emotional support and encourage- 
ment to help improve patient's self-concept 
and motivation to perform activities of daily 
living. 

6. Involve patient in care-related planning and 
decision making to improve compliance. 



7. Monitor physiologic responses to increased 
activity level, including respirations, heart rate 
and rhythm, and blood pressure to ensure 
they return to normal within a few minutes af- 
ter exercising. 

8. Teach caregivers to assist patient with self- 
care activities in a way that maximizes pa- 
tient's potential. This enables caregivers to 
participate in patient's care, and also encour- 
ages them to support patient's independence. 

Documentation 

• Patient's perceptions about the importance 
of maintaining optimal levels of activity within 
restrictions imposed by the illness 
•Activities performed by patient 
•Observations of physical findings in re- 
sponse to activity 

•Teaching activities performed with patient or 
caregivers 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Activity intolerance, high risk for 

related to immobility 




Definition 



Accentuated risk of extreme fatigue or other 



Assessment 



• History of present illness 
•Age 

• Past experience with immobility or pre- 
scribed bed rest 

• Cardiovascular status, including blood pres- 
sure, heart rate and rhythm at rest and with 
activity, complete blood count, skin tempera- 
ture and color, edema, chest pain or dis- 
comfort. 

• Respiratory status, including arterial blood 
gases, auscultation of breath sounds, pain or 
discomfort associated with respiration, and 
rate, rhythm, depth, and pattern of respira- 
tions at rest and with activity 

• Neurologic status, including level of con- 
sciousness, orientation, mental status, sen- 
sory status, motor status 



• Musculoskeletal status, including range of 
motion, muscle size, strength, tone, and func- 
tional mobility as follows: 

0 = completely independent 

1 = requires use of equipment or device 

2 = requires help, supervision, or teach- 

ing from another person 

3 = requires help from another person 

and equipment or device 

4 = dependent; does not participate in 

activity 

Risk factors 

• Inactivity 

• Imposed restriction of movement, including 
mechanical, medical protocol 

• Severe pain 

• Prolonged bed rest 
•Altered level of consciousness 



Associated medical diagnoses (selected) 

Cerebrovascular accident, congestive heart 
failure, fractures (with traction or cast), Guil- 
lain-Barre syndrome, multiple sclerosis, severe 
head injury, spinal cord injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains muscle strength and joint 
range of motion. (1,2,3,4,5,6,7) 

• Patient carries out isometric exercise 
regimen. (4,5,6) 

• Patient understands rationale for maintaining 
activity level and avoids risk factors that may 
lead to activity intolerance. (11) 

• Patient performs self-care activities to toler- 
ance level. (7,8,9,10,12) 

• Blood pressure, pulse, and respiratory rate 
remain within prescribed range during periods 
of activity (specify). (10) 

Interventions and rationales 

1. Position patient to maintain proper body 
alignment. Use assistive devices as needed to 
maintain joint function and prevent musculo- 
skeletal deformities. 

2. Turn and position the patient at least every 
2 hours. Establish turning schedule for depen- 
dent patients. Post at bedside and monitor fre- 
quency. Turning helps prevent skin breakdown 
by relieving pressure. 

3. Assess patient's level of functioning using 
the functional mobility scale. Communicate 



level to all staff. Communication among staff 
members assures continuity of care and pre- 
serves identified level of independence. 

4. Unless contraindicated, perform range-of- 
motion exercises every 2 to 4 hours. Progress 
from passive to active, according to patient 
tolerance. Range-of-motion exercises prevent 
joint contractures and muscular atrophy. 

5. Encourage active movement by helping pa- 
tient use trapeze or other assistive devices to 
improve muscle tone and enhance self-es- 
teem. 

6. Teach patient how to perform isometric ex- 
ercises to maintain and improve muscle tone 
3nd joint mobility. 

7. Assist patient in carrying out self-care activ- 
ities. Increase patient's participation in self- 
care, as tolerated to foster independence and 
improve mobility. 

8. Encourage patient involvement in care plan- 
ning and decision making to enhance compli- 
ance. 

9. Teach patient, family member, or significant 
other methods to maximize patient's participa- 
tion in self-care. Informed caregivers can en- 
courage patient to become more independent. 



10. Assess patient's physiologic response to 
increased activity (blood pressure, respira- 
tions, heart rate, and rhythm). Teach patient 
symptoms of over-exertion, such as dizziness, 
chest pain, and dyspnea. Monitoring vital 
signs helps to assess tolerance for increased 
exertion and activity. 

11. Explain rationale for maintaining or im- 
proving activity level. Discuss factors which in- 
crease risk of activity intolerance. Education 
will help the patient avoid activity intolerance. 

12. Encourage patient to carry out activities of 
daily living by offering emotional support and 
positive feedback. This will enhance patient's 
self-esteem and motivation. 

Documentation 

• Patient's expressions of motivation to main- 
tain maximum activity level within restrictions 
imposed by illness 

•Activities performed by patient 
•Teaching instructions provided to patient, 
family, or significant other 

• Patient's physiologic response to increased 
activity 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Adjustment impairment 

related to disability 




Definition 



Inability to modify life-style or behavior consis- 
tent with changed health status 



Assessment 



•Nature of medical diagnosis 
•Behavioral responses, including verbal or 
nonverbal, engagement or disengagement, in- 
terest or apathy, acceptance or denial, inde- 
pendence or dependence 

• Knowledge of health condition 

• Past experiences with family, friends, media 

• Psychosocial factors, such as age, sex, eth- 
nic background, religious preference and be- 
liefs, values, occupation, family support, 
coping style 

•Impact of medical diagnosis 

•Nutritional status, including modifications in 

diet, weight changes 



Defining characteristics 



• Depression over physical changes 

• Fear of rejection by staff and family 
•Isolation, withdrawal, avoidance 

• Poor eating habits 

•Refusal to accept health status change 
•Refusal to discuss treatment plans 

• Refusal to participate in care activities 

• Refusal to see visitors 

• Somnolence or insomnia 

• Unrealistic expectations 



Associated medical diagnoses (selected) 

Aphasia, cancer, chronic pain, deformity or 
disfigurement resulting from radical surgery, 
diabetes mellitus, hemiplegia (or paraplegia or 
quadriplegia), myocardial infarction, spinal 
cord injury, terminal illness, ulcerative colitis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes j 

• Patient identifies inability to cope and adjust 
adequately. (1,2,3,5) 

• Patient expresses an understanding of the ill- 
ness or disease. (1,2,3,4,5,6) 

•Patient participates in the hearth care regi- 
men and plans care activities. (7) 
•Patient demonstrates the ability to manage 
the health problem. (4,6,7) 

• Patient shows the ability to accept and adapt 
to a new health status and integrate learning. 
(5,8) 

• Patient demonstrates new coping strategies. 
(4,9,10) 

Interventions and rationales 

1. Encourage the patient to express feelings in 
a safe, nonthreatening environment. This al- 
lows the patient to define and understand 
fears, goals, and potential problems. 

2. Allow the patient to grieve. After working 
through denial and isolation, anger, bargain- 
ing, and depression, the patient will progress 
toward acceptance. 

3. Provide reassurance that the patient's feel- 
ings are normal to promote coping. 



4. Begin teaching the patient and caregivers 
the skills needed to adequately manage care 
to encourage compliance and adjustment to 
optimum wellness. 

5. Spend 15 minutes per shift listening to the 
patient's feelings. This will help reassure the 
patient of your interest and concern. 

6. Help the patient identify areas where it's 
possible to maintain control. This avoids feel- 
ings of powerlessness and lets the patient feel 
part of a team effort. 

7. Encourage patient to plan care activities, 
such as time of treatment, personal hygiene, 
and rest periods, to help give patient a better 
sense of control. 

8. Arrange for others who have suffered simi- 
lar health problems to speak with the patient 
and family. This exposes the patient to suit- 
able role models and may allow a trusting, 
supportive relationship to develop. 

9. Discuss health problems and implications 
with the family to enable them to participate in 
the patient's care and to foster a trusting relation- 
ship. 

10. Obtain a consultation with a mental hearth 
specialist if the patient develops severe de- 



pression or other psychiatric problems. Al- 
though trauma or illness commonly cause 
some depression, consultation with a mental 
health professional may help minimize it. 

Documentation 

•Patient's nonverbal behaviors 

• Patient's verbal expressions of denial, anger, 

or guilt due to the illness 

•Patient's ability or inability to participate in 

care 

•Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer to interventions. 



Airway clearance, ineffective 

related to decreased energy or fatigue 



Definition 



Anatomic or physiologic obstruction of the air- 
way that interferes with normal ventilation 



Assessment 



• History of present illness 

• Patient's perception of ability to clear airway 

• Knowledge of physical condition 

• Neurologic status, including level of con- 
sciousness, orientation, sensory status, and 
motor status 

• fvispiratory status, including symmetry of 
chest expansion; use of accessory muscles; 
ccgh (productive or nonproductive); respira- 
tory rate, depth, and pattern; such sputum 
ci.aracteristics as color, consistency, amount, 
odor, and changes from patient's norm; palpa- 
tion for fremitus; percussion of lung fields; 
auscultation for breath sounds; arterial blood 
gases; hemoglobin and hematocrit 

• Pulmonary function studies 



• Psychosocial status, including interest, moti- 
vation, and knowledge 

Defining characteristics 

•Adventitious breath sounds, such as crack- 
les, rhonchi, stridor, and wheezes 

• Anxiety 

• Apprehension 

• Changes in rate, depth, or pattern of respira- 
tion 

• Chest wall pain 

• Choking or gasping 

• Cyanosis 

• Dyspnea 

• Fever 

• Inability to cough 

• Ineffective cough 

• Nasal flaring 

• Noisy respirations 

• Patient's report of fatigue and decreased ac- 
tivity tolerance 

•Tachypnea 



Associated medical diagnoses (selected) 

Asthma, cerebrovascular accident, chronic 
bronchitis, congestive heart failure, emphy- 
sema, Guillain-Barre syndrome, interstitial lung 
disease, multiple sclerosis, myasthenia gravis, 
pneumonia, systemic lupus erythematosus 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Airway remains patent. (1,2,3,4,5,6,7,8,9,12) 
•Adventitious breath sounds lacking. (2,3,4,5) 

• Chest X-ray shows no abnormality. 
(1,2,3,4,5,6,7,8,9,12) 

•Oxygen level in normal range. (1,2,3,9,12) 

• Patient breathes deeply and coughs to re- 
move secretions. (3,5,6,8) 

• Patient expectorates sputum. (3,4,5,6,7) 

• Patient demonstrates controlled coughing 
techniques. (6) 

•Ventilation is adequate. (10,11,12) 

• Patient shows no signs of pulmonary com- 
promise. (1,2,3,4,5,6,7,8,9,12) 

• Patient demonstrates skill in conserving en- 
ergy while attempting to clear airway. (3,6) 

• Patient states understanding of changes 
needed to diminish oxygen demands. (13) 

Interventions and rationales 

1. Assess respiratory status at least every 4 
hours or according to established standards to 
delect early signs of compromise. 

2. Turn patient every 2 hours. Always position 
for maximal aeration of lung fields and mobili- 
zation of secretions. This prevents pooling and 



stasis of respiratory secretions. 

3. When helping patient cough and deep- 
breathe, use whatever position best ensures 
cooperation and minimizes energy expendi- 
ture, such as high Fowler's position or sitting 
on side of bed. Such positions promote chest 
expansion and ventilation of basilar lung fields. 

4. Suction, as ordered, to stimulate cough and 
clear airways. Be alert for progression of air- 
way compromise. These steps prevent respi- 
ratory distress. * 

5. Perform postural drainage, percussion, and 
vibration to facilitate secretion movement. 
Monitor sputum, noting amount, odor, consis- 
tency. Sputum amount and consistency may 
indicate hydration status and effectiveness of 
therapy. Foul-smelling sputum may indicate re- 
spiratory infection.* 

6. Teach patient an easily performed cough 
technique to clear airways without fatigue. 

7. Encourage sputum expectoration to remove 
pathogens and prevent spread of infection. 
Provide tissues and paper bag for hygienic 
disposal. 

8. Give expectorants, bronchodilators, and 
other drugs, as ordered, and record effective- 



ness. Also encourage fluids to help liquefy se- 
cretions. These measures enhance clearance 
of secretions from airways. * 

9. Provide aerosol treatments before chest 
physiotherapy to optimize results. * 

10. Administer oxygen, as ordered, to help re- 
lieve respiratory distress. * 

11. Monitor arterial blood gases and hemoglo- 
bin to assess oxygenation and ventilatory sta- 
tus; report deviations from baseline levels. 

12. If conservative measures fail to maintain 
Pa0 2 within an acceptable range, prepare for 
endotracheal intubation, as ordered, to main- 
tain artificial airway and optimize PaO t . * 

13. Assess patient's learning needs and pro- 
vide appropriate information to help prevent 
recurrence of obstruction and promote change 
in daily activities to reduce oxygen demands. 

Documentation 

• Patient's perceptions of ability to cough 

• Observations of physical findings 

• Effectiveness of medications 

• Patient's attempts to clear airway 

• Maneuvers performed to clear airway 

• Evaluations for each expected outcome. 



t Numbers following outcomes reter to Interventions. 



t Indicates doctor-ordered instruction. 



Airway clearance, ineffective 

related to presence of tracheobronchial 
obstruction or secretions 




Definition 



Anatomic or physiologic obstruction of the air- 
way that interferes with normal ventilation 



Assessment 



• History of respiratory disorder 

• Respiratory status, including rate and depth 
of respiration; fever; symmetry of chest expan- 
sion; use of accessory muscles; cough; spu- 
tum (color, consistency, amount, odor, and 
changes from patient's norm related to infec- 
tion, irritation, dehydration, exposure to pollut- 
ants); palpation for fremitus; percussion of 
lung fields; auscultation for breath sounds; ar- 
terial blood gases; chest X-ray 

• Neurologic status, including level of con- 
sciousness, orientation, and mental status 

• Knowledge, including understanding of phys- 
ical condition and knowledge and skill in per- 
forming maneuvers to clear airway 

• Mental, physical, and emotional readiness to 
learn 



Defining characteristics 



•Adventitious breath sounds, such as crack- 
les, rhonchi, stridor, wheezes 
•Anxiety 

• Apprehension 

• Changes in rate or depth of respiration 

• Choking or gasping 

• Cough (productive or nonproductive) 

• Cyanosis 

• Dyspnea 

• Fever 

• Nasal flaring 

• Noisy respirations 
•Tachypnea 



Associated medical diagnoses (selected] 

Asthma, bronchogenic carcinoma, cerebrovas- 
cular accident, chest trauma, chronic bronchi- 
tis, chronic obstructive pulmonary disease, 
Guillain-Barre' syndrome, interstitial lung dis- 
ease, myasthenia gravis, pneumonia, spinal 
cord injuries, upper airway trauma 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Patient coughs effectively. (1,3,7,10,11) 

• Patient expectorates sputum. 
(1,3,5,6,7,10,11) 

•Adventitious breath sounds absent. (1,4,5,7) 

• Chest X-ray reveals no abnormality. (1,4,5,7) 

• Patient produces normal sputum. (1,4,5,6) 

• Patient drinks 3 to 4 liters of fluid daily. (6) 
•Arterial blood gas levels remain at baseline. 
(1,2,4,5,7,8,9) 

•Airway remains patent. (1,2,4,5,7) 

• Patient understands and can explain the 
need for adequate hydration, sputum monitor- 
ing, and taking medications as ordered. (12) 

• Patient demonstrates controlled coughing 
techniques. (12) 

•Patient performs chest physiotherapy, partic- 
ularly postural drainage. (12) 

• Patient reports symptoms that indicate need 
for medical intervention. (12) 

Interventions and rationales 

1. Assess respiratory status at least every 4 
hours or according to established standards to 



port upper extremities to aid breathing and 
chest expansion, and to ventilate basilar lung 
fields. 

3. Help patient turn, cough, and deep-breathe 
every 2 to 4 hours to help prevent pooling ot 
secretions and to maintain airway patency. 

4. Suction as needed to stimulate cough and 
clear airways. Be alert for progression of air- 
way compromise. 

5. Provide adequate humidification to loosen 
secretions* 

6. Encourage fluids (at least 3,000 ml daily) to 
ensure adequate hydration and loosen secre- 
tions, unless contraindicated. * 

7. Perform postural drainage, percussion, and 
vibration every 4 hours or as ordered to en- 
hance mobilization of secretions that interfere 
with oxygenation. Monitor sputum 



8. Mobilize patient to full capabilities to facili- 
\tion. i 



9. Avoid supine position for extended periods. 
Encourage lateral, sitting, prone, and upright 
positions as much as possible to enhance 



2, Place patient in Fowler's position and sup- 10. Provide tissues and paper bags for hy- 



gienic sputum disposal to prevent spreading 
infection. 

11. Monitor and document sputum character- 
istics every shift to gauge therapy's effective- 
ness and detect possible respiratory infection. 

12, Teach patient about: 

a. maintaining adequate hydration. 

b. daily monitoring of sputum and reporting 
changes. 

c. taking prescribed drugs and avoiding 
over-the-counter respiratory drugs. * 

d. controlled coughing and postural drain- 
age. 

e. the need to remain active. These steps 
involve patient in own health care. 

Documentation 



• Patient's statement of ability to i 
and comfort in doing so 

• Respiratory status, including cough and spu- 
tum 

• Need for suctioning and its effectiveness 

• Effectiveness of medications 

•What patient has been taught about airway 
clearance; response to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Altered protection 

related to myelosuppression and immunosuppression 




Definition 



A decrease in the ability to guard oneself from 
internal or external threats such as illness or 
injury 



Assessment 



•Vital signs 

• Health maintenance, including high-risk 
behaviors, health-promoting activities 

• Patient's knowledge of present condition, in- 
cluding diagnosis, treatment, prevention of 
complications, management of adverse effects 
•Coping skills, including physical, psychoso- 
cial, and spiritual strengths 

• Mobility status 

• Comfort level, including symptom manage- 
ment 

•Activities of daily living, including rest, sleep, 
exercise 

•Cardiovascular status, including heart rate, 
rhythm, heart sounds, blood pressure, periph- 
eral pulses, ECG 



• Neurologic status, including sensory percep- 
tion, decision-making abilities, thought pro- 
cesses 

• Respiratory status, including gas exchange 
and breathing patterns 

• Nutritional status, including food prefer- 
ences, modifications in diet, weight changes 

• Bowel and bladder elimination patterns 

• Protective mechanisms, including immune, 
hematopoietic, integumentary, and sensorimo- 
tor systems 

• Laboratory studies, including white blood cell 
(WBC) count, WBC differential, erythrocyte 
sedimentation rate, immunoelectrophoresis, 
enzyme-linked immunosorbent assay (ELISA), 
and cultures of blood, body fluid, sputum, 
urine, wounds 



Defining characteristics 



•Altered clotting 

•Anorexia 

•Chills 

• Cough 

• Deficient immunity 



• Disorientation 
•Dyspnea 
•Fatigue 

• Immobility 

• Impaired healing 
•Insomnia 
•Itching 

• Maladaptive stress response 

• Neurosensory impairment 

• Pressure sores 
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Associated medical diagnoses (selects) 
Acquired immunodeficiency syndrome, alco- 
holism, anemias, brain tumor, burns, coma, 
disseminated intravascular coagulation, graft- 
versus-host disease, hemophilia, idiopathic 
thrombocytopenia purpura, leukemia, lympho- 
mas, malnutrition, multiple myeloma, multiple 
sclerosis, neutropenia, pressure sores, rheu- 
matoid arthritis, sickle cell disease 

Disorders requiring the following treatments: 
organ or bone marrow transplant; radiation 
therapy; surgery or any invasive diagnostic or 
therapeutic procedure; drug therapy with anti- 
neoplastics, corticosteroids, immunosuppres- 
sants, biological response modifiers, 
anticoagulants, thrombolytic enzymes, antibi- 
otics 

Expected outcomes t 

• Patient does not experience chills, fever, or 
other signs and symptoms of illness. (2,3,6) 

• Patient demonstrates use of protective mea- 
sures including conserving energy, maintain- 
ing a balanced diet, and obtaining adequate 
rest. (5) 



• Patient demonstrates effective coping skills. 
(1.7) 

•Patient demonstrates personal cleanliness 
and maintains a clean environment. (2) 
•Patient maintains a safe environment. (4) 

• Patient demonstrates increased strength and 
resistance. (5,6,7) 

•Immune system response improves. (3,5,6,7) 

Interventions and rationales 

1. Spend as much time with the patient as 
possible to provide comfort and support. 

2. Promote personal and environmental cleanli- 
ness to decrease threat from microorganisms. 

3. Monitor vital signs. This allows for early de- 
tection of complications. 

4. Institute safety precautions to reduce risk of 
falls, cuts, or other injuries and subsequent in- 
fection, bleeding, and impaired healing. 

5. Teach protective measures including the 
need to conserve energy, obtain adequate 
rest, and eat a balanced diet. Adequate sleep 
and nutrition enhance immune function. En- 
ergy conservation can help to decrease the 
weakness caused by anemia. 

6. Provide relief for symptoms (fever, chills, 



myalgias, weakness). Discomfort interferes 
with rest, disturbs nutrition intake, and places 
added stress on the patient. 
7. Teach patient coping strategies including 
stress management and relaxation tech- 
niques. Relaxation and decreased stress can 
increase immune function, thereby improving 
strength and resistance. 

Documentation 

•Patient's understanding of abnormal blood 
profiles 

•Patient's description of measures to prevent 
or manage complications 
•Observations of patient's behavior including 
health promoting and high-risk activities 

• Signs and symptoms of decreased immune 
resistance in body systems assessed (cardio- 
pulmonary, neurological, gastrointestinal, geni- 
tourinary, integumentary) 
•Observations of infection or bleeding 

• Interventions to assist with coping strategies 
and health maintenance and promotion 
•Patient's response to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Anxiety 

related to environmental conflict (phobia) 



8 



Definition 



Feeling of threat or danger to sell arising from 
an unidentifiable source 



Assessment 



• History of panic symptoms (choking feeling 
in throat, hyperventilation, lightheadedness, 
dizziness, other physical signs and symptoms 
of anxiety) 

• Psychological status, including patient's ex- 
planation of problem, onset, duration, precipi- 
tating events, past coping, present coping 
(note excessive use of repression and denial 
as major psychological defenses, and note 
overuse of escape-avoidance behaviors), in- 
sight (note patient's understanding of irration- 
ality of fears), motivation to change, anxiety 
level ( + 1 , + 2, + 3, + 4), secondary gains 
(from whom and what kinds of secondary 
gains are being received), current stressors, 
mental status examination (note escape-avoid- 
ance behavior, expression of anxiety in terms 



of personal fears, concentration, judgment, af- 
fect, impulse control, as well as all other as- 
pects of mental status), personal abilities, 
talents, strengths 

•Sociological status, including support sys- 
tems, hobbies, interests, work history, family 
makeup, family roles (evidence of harmony or 
disharmony), family coping mechanisms, evi- 
dence of reinforcement of problem by family, 
life-style (how this reinforces irrational fears) 

• Physiologic status, including medication his- 
tory (response, effectiveness, side effects) 

Defining characteristics 

• Agoraphobia 

• Behavioral measures to escape or avoid 
feared event (reclusiveness, avoidance) 

• Depersonalization 

• Feelings of weakness or failure 

• High anxiety when confronting feared situa- 
tion, object, or activity 

• Loss of self-esteem 



• Obsessive trends 

• Physical symptoms 

• Recognition of irrationality of behavior 

• Social phobias (such as fear of public speak- 
ing, blushing, urinating in public toilet) 

• Specific phobias (such as snakes, airplanes, 
fire) 

Associated medical diagnoses (selected) 

Anorexia nervosa, anxiety disorder with pho- 
bic attacks, schizophrenia 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient experiences reduced anxiety by 
identifying internal precipitating situations. 
(1,2,3) 

• Patient connects life events to occurrence of 
anxiety. (1,2,3,4) 

•Patient identifies current stressors. (1,2,3,4) 

• Patient sets limits and compromises on be- 
havior when ready. (4,5,6,7) 

• Patient develops effective coping behaviors. 
(4,5,6,7,8,9,10) 

• Patient maintains autonomy and indepen- 
dence without handicapping fears and use of 
phobic behavior. (7) 

Interventions and rationales 

1. Understand own feelings toward patient, to 
keep feelings from interfering with treatment. 

2. Accept patient as is. Forcing the patient to 
change before he or she is ready causes 
panic. 

3. Explore factors that precipitate phobic reac- 
tions and anxiety. This is important for under- 
standing patient's dynamics. 

4. Support patient with desensitization tech- 
niques. Encouraging patient to expose self to 



fears helps patient overcome problem. 

5. Give patient chance to ventilate feelings. 
This reduces patients tendency to suppress or 
repress; bottled-up feelings continue to affect 
behavior even though patient may be unaware 
of them. 

6. Teach relaxation techniques (such as 
breathing exercises, progressive muscle relax- 
ation, guided imagery, meditation). Such mea- 
sures counteract fight-or-ilight response. 

7. Help patient set limits and compromises on 
behavior when ready. Allow patient to be 
afraid; fear is a feeling, neither right nor 
wrong. 

8. Give patient facts about fear and anxiety 
and their consequences to reduce anxiety and 
encourage patient to help in managing prob- 
lem. 

9. Encourage patient not to run away when 
afraid to help patient learn that fear can be 
faced and managed. 

10. Help patient develop own techniques for 
dealing with fears to establish alternatives to 
escape or avoidance behaviors. 



Documentation 

• Nurse's observation of subjective and objec- 
tive data 

• Interventions to reduce anxiety and increase 
coping i 

• Patient's response to interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



Anxiety 

related to situational crisis 




Definition 



an unidentifiable source 
Assessment 



perception of problem, onset of current prob- 
lem, i 



• Mental status, including orientation to time, 
place, person; insight regarding current situa- 
tion; judgment; abstract thinking; general infor- 
mation; mood; affect; recent and remote 
memory; thought processes; thought content 
•Coping, problem-solving ability 
•Ability to perform activities of daily living 



• Dietary and nutritional status 

•Available support systems, including family 

or significant other, friends, clergy, health care 



Defining characteristics 



• Motor tension, including trembling, twitching, 
shakiness, muscle tension, aches, soreness, 



•Autonomic hyperactivity, including shortness 
of breath or smothering sensation; palpitations 
or tachycardia; sweating; cold, clammy hands; 
dry mouth; dizziness; lightheadedness; nau- 
sea, diarrhea: other abdominal distress; 
flushes (hot flashes) or chills; frequent urina- 
tion; difficulty swallowing 
• Vigilance and scanning (feeling keyed-up or 
on edge; exaggerated startle response; diffi- 
culty concentrating; insomnia; irritability) 



Associated medical diagnoses (selected) 

Any hospitalized patient can experience anxi- 
ety. It appears most often in patients with con- 
ditions requiring surgery, diseases that pose a 
threat to self-concept, diseases that require 
use of high-technology devices or techniques, 
or those who have newly diagnosed chronic or 
terminal diseases. High levels of anxiety can 
result from a situational crisis so devastating 
that it requires hospitalization. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies factors that elicit anxious 
behaviors. (5,6) 

• Patient discusses activities that tend to de- 
crease anxious behaviors. (1,5,6) 

• Patient practices progressive relaxation tech- 
niques times a day. (11) 

• Patient copes with current medical situation 
(specify) without demonstrating severe signs 
of anxiety (specify for individual). 
(1,2,3,4,5,6,7,8,9,10,11,12) 

Interventions and rationales 

1, Spend 10 minutes with patient twice a shift. 
Convey a willingness to listen. Offer verbal re- 
assurance; for example, "I know you're fright- 
ened. Ill stay with you." Specific amount ol 
uninterrupted, non-care-related time spent 
with anxious patient builds trust and reduces 
tension. Active listening helps patient ventilate 
feelings. 

2. Give patient clear, concise explanations of 
anything about to occur. Avoid information 
overload, since the anxious patient cannot as- 
similate many details. Anxiety may impair pa- 
tient's cognitive abilities. 



3. Listen attentively; allow patient to express 
feelings verbally. This may allow patient to 
identify anxious behaviors and discover the 
source of anxiety. 

4. Make no demands on patient. Anxious pa- 
tient may respond to excessive demands with 
hostility and abuse. 

5. Identify and reduce as many environmental 
stressors as possible. This may apply to peo- 
ple as well as other stimuli. Anxiety often re- 
sults from lack of trust in the environment. 

6. Have patient state what kinds of activities 
promote feelings of comfort, and encourage 
patient to perform them (specify). This gives 
patient a sense of control. 

7. Remain with patient during severe anxiety. 
Anxiety is often related to fear of being left 
alone. 

8. Include patient in decisions related to care 
when feasible. Anxious patient may mistrust 
own abilities; involvement in decision making 
may reduce anxious behaviors. 

9. Support family or significant other in coping 
with patient's anxious behavior. Involving fam- 
ily or significant other in process of reassur- 
ance and explanation allays patient's anxiety 



as well as their own. 

10. Allow extra visiting periods with family if 
this seems to allay patient's anxiety. This al- 
lows anxious patient and family to support 
each other according to their abilities and at 
their own pace. 

11. Teach patient relaxation techniques to be 
performed at least every 4 hours, such as 
guided imagery, progressive muscle relaxa- 
tion, meditation. These measures can restore 
psychological and physical equilibrium by de- 
creasing autonomic response to anxiety. 

12. Refer patient to community or professional 
mental health resources, to provide ongoing 
mental health assistance. 

Documentation 

• Patient's statement of anxiety and feelings of 
relief 

• Statements about observable signs of pa- 
tient's anxiety 

• Interventions to reduce patient's anxiety 

• Effectiveness of nursing interventions that 
can be observed 

• Evaluations for each expected outcome. 



t Numbers following outcomes rater to interventions. 



Anxiety 

related to threat of death 




Definition 



Feeling of threat or danger to sell arising from 
an unidentifiable source 



Assessment 



• History of possible stress-related symptoms, 
including chest pain, rapid pulse, palpitations, 
hyperventilation, sighing, nausea, constipation, 
diarrhea, anorexia, compulsive eating, sweat- 
ing, hives, or rashes 

• Anxiety-related behaviors, including nail bit- 
ing, sleep disturbances, finger tapping, foot 
swinging, voice quivering, and cheek biting 

• Current worries, fears, concerns 

• Recent life changes 

• Usual coping methods 
•Mood 

• Personality 

Defining characteristics 



•Apprehension 
•Distress 



• Existing problem that poses an immediate 
threat of death 

• Extraneous movements 

• Facial tension 

• Fearfulness 

• Feelings of inadequacy 

• Focus on self 

• Glancing about 

• Increased helplessness 

• Increased perspiration 

• Increased tension 

• Increased urinary frequency 

• Increased wariness 
•Insomnia 
•Overexcitedness 

• Poor eye contact 



• Restlessness 

• Shakiness 

• Sympathetic stimulation, such as cardiovas- 
cular excitation, superficial vasoconstriction, 
and pupil dilation 



•Trembling (hand tremors) 
• Uncertainty 

Associated medical diagnoses (selected) 
Acute myocardial infarction, acute respiratory 
failure, Adams-Stokes syndrome, adult respira- 
tory distress syndrome, malignant neoplasms, 
multisystem trauma, post-cardiac arrest, shock 
(cardiogenic, anaphylactic, hemorrhagic) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient states feelings of anxiety. (1,2,3) 

• Patient identifies cause of anxiety. (4,5) 

• Patient uses support systems to assist with 
coping. (6,7) 

• Patient copes with threat of anxiety by being 
involved in decisions about care. (8,9,10) 

• Patient demonstrates abated physical symp- 
toms of anxiety. (2,3,4,5,6,7,8,9,10) 

• Patient performs stress-reduction techniques 
to avoid anxiety symptoms. (11) 

Interventions and rationales 

1. Maintain awareness and sensitivity to threat 
of death experienced by patient to recognize, 
respect, and cope with patient's emotions and 
behaviors. 

2. Thoroughly attend to patient's physical 
needs, thus reassuring patient and demon- 
strating that these needs will continue to be 
met. 

3. Organize work to spend as much time as 
possible with patient to allay fears of being ne- 
glected or forgotten. 

4. Provide opportunities for patient to discuss 
reasons for anxiety. (Without assistance, 



some patients will not be able to express their 
fear of dying.) By drawing patient out in con- 
versation, you allow communication to pro- 
ceed at patient's own pace. 

5. Determine patient's level of knowledge 
about situation so you can correct any mis- 
conceptions. 

6. If patient and caregivers are coping well 
with their anticipatory grief, allow a family 
member or close friend to stay with patient to 
give them time for reminiscing, sharing, and 
decision making. 

7. Encourage family member or friend to par- 
ticipate in care to provide a more supportive 
environment for patient. 

8. Allow patient to be involved in care-related 
decisions because patient has a right to un- 
derstand and participate in care. 

9. Involve the family in joint planning and deci- 
sion making with patient to foster trust be- 
tween patient and family or caregivers. 

10. Support patient's coping mechanisms to 
increase potential for further adaptive behav- 
iors. 

11. Teach stress-reduction techniques, such 
as meditation, guided imagery, and progres- 



sive muscle relaxation, to stabilize patient psy- 
chologically by diminishing sympathetic 
response to anxiety. 

Documentation 

• Patient's statements of anxious feelings 

• Patient's perceptions of reasons for anxiety 

• Observations of physical signs of anxiety 

• Interventions to assist patient with coping 

• Family's willingness to participate in patient's 
care 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer lo interventions. 



Aspiration, high risk for 

related to absence of protective mechanisms 




Definition 



State of being at risk t 
testinal or oropharyngeal secretions, food, or 
fluids into tracheobronchial passages 

Assessment 

•Neurologic status, including level of con- 
sciousness, orientation, and mental status 
•Gastrointestinal status, including presence or 
absence of gag and swallow reflex, inspection 
of abdomen, abdominal girth, auscultation of 
bowel sounds, palpation for masses and ten- 
derness, percussion of abdomen, and medica- 
tions 

•Nutritional status, including continuous and 
intermittent tube feeding 
•Respiratory status, including skin color, rate 
and depth of respiration, cough (productive or 
nonproductive), auscultation of breath sounds, 
palpation for fremitus, sputum characteristics 
(color, consistency, amount, odor), arterial 
blood gases, chest X-ray 



•vital signs Associated medical diagnoses Ngggg 

• Laboratory studies, such as white blood cell Any disease arising in adults that may require 
count and sputum culture surgery with general anesthesia, tube feed- 
Risk factor* ings ' or ar,ificial aiwa y ; cerebrovascular acci- 
H ' SKTaCt0rS dent; intestinal obstruction; reduced level of 

• Bolus tube feedings or drug administration consciousness; trauma 
•Decreased gastrointestinal motility 

•Delayed gastric emptying 



•Feeding tubes 
•Impaired swallowing 
•Increased intragastric pressure 
•Overinflated or underrated tracheostomy or 
endotracheal tube cuff 
•Reduced level of consciousness 
•Situations hindering elevation of upper body 
•Surgery or trauma to face, mouth, or neck 
•Tracheostomy or endotracheal tube 
•Wired jaws 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient shows no signs of aspiration. 
(1,2,4,5) 

• Patient tolerates ml of tube feeding. 

(8,9) 

• Patient's temperature remains normal. (3) 

• White blood cell count remains normal. (1 0) 

• No pathogens appear in cultures. (10) 
•Respiratory secretions are clear and odor- 
less. (1,4,6) 

•Auscultation reveals no adventitious breath 
sounds. (1,4) 

•Auscultation reveals bowel sounds. (7) 

• Patient and caregiver discuss measures nec- 
essary to prevent aspiration. (11) 

Interventions and rationales 

1. Assess respiratory status at least every 4 
hours (or signs of possible aspiration (in- 
creased respiratory rate, cough, sputum pro- 
duction, diminished breath sounds). 

2. Monitor and record neurologic status to de- 
tect altered level of consciousness, which 
could affect intake of food or saliva. 

3. Monitor and record vital signs to detect 
signs of aspiration or impaired gas exchange 

t Numbers following outcomes refer to interventions. 



resulting from aspiration. 

4. Suction as needed to keep airways clear. * 

5. Assess patient for gag and swallow reflex. 
Abnormal swallowing may cause aspiration. 

6. Encourage patient to cough and expecto- 
rate sputum to mobilize secretions. Provide 
tissues and a paper bag. 

7. Auscultate bowel sounds every shift and re- 
port changes. Delayed gastric emptying and 
elevated intragastric pressure may promote 
regurgitation of stomach contents. 

8. If patient is receiving tube feedings: * 

a. Assess cuff inflation for patient with artifi- 
cial airway and adjust appropriately to 
protect lower airways from oropharyngeal 
secretions. 

b. Add food coloring to tube feeding if pa- 
tient has altered state of consciousness, 
diminished gag reflex, or history of aspi- 
ration, to help monitor gastric secretions 
for aspiration. 

c. Begin regimen with a small, diluted 
amount as tolerated and ordered, to al- 
low adjustment to formula osmolality and 
avoid nausea, vomiting, and diarrhea. * 

d. Elevate head of bed during and after 



feedings unless contraindicated. 

e. Place tube properly before feeding or 
giving medication to protect airway. 

f. Stop feeding immediately if you suspect 
aspiration. Apply suction as needed. Turn 
patient on side to avoid further aspiration. 

9. Assess need for antiemetic drug to reduce 
nausea and vomiting. Administer and monitor 
effectiveness. 1 

10. Review test results to identify signs of in- 
fection, and report abnormalities. 

11. Explain treatment to patient and caregiv- 
ers to encourage compliance. 

Documentation 

•Verification of tube placement 

• Tolerance of tube feedings 

• Residuals of tube feedings 
•Vomiting or aspiration 

• Breath sounds 

• Patient's indication of situations that may 
lead to aspiration 

• Observations of physical findings 

• Interventions performed to prevent aspiration 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 



Body image disturbance 




Definition 



ful functioning more difficult 
Assessment 



•Physiologic changes 
•Behavioral changes 

• Patient's and family's perception of the pa- 
tient's present health problem 

•Patient's usual pattern of coping with stress 

• Marital status 

• Patient's role in the family 

•Patient's past experiences with health prob- 
lems 

• Sleep pattern 
•Appetite 

•Hobbies and interests 
•Occupational history 
•Ethnic background and cultural | 



penning cnaracterisiics 



•Actual change in structure or function 
•Hiding or overexposing body part (intentional 
or unintentional) 
•Missing body part 

• Nonverbal response to actual or perceived 
change in structure or function 
•Not looking at body part 
•Not touching body part 
•Trauma to nonfunctioning part 
•Verbal response to actual or perceived 
change in structure or function 



Associated medical diagnoses 

Acromegaly; Addison's disease; bone or skin 
cancer; breast cancer requiring mastectomy; 
burns; cerebrovascular accident; colitis; condi- 
tions requiring colostomy, ileostomy, laryngec- 
tomy, limb amputation, radical neck surgery, 
tracheostomy or ureteroileostomy; Crohn's dis- 
ease; Cushing's disease; facial trauma or tu- 
mors; Graves' disease; rheumatoid arthritis; 
spinal cord injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient acknowledges change in body im- 
age. (1,2) 

• Patient participates in decisions about var- 
ious aspects of care (specify). (3,4) 

• Patient communicates feelings about change 
in body image. (5) 

• Patient expresses positive feelings about 
self. (6,7) 

• Patient talks with someone who has experi- 
enced the same problem. (8) 

•Patient demonstrates ability to practice two 
new coping behaviors. (9,10,11) 

Interventions and rationales 

1. While assisting with self-care measures, in- 
volve patient in discussions that will provide 
further insights into patient's coping patterns 
and self-esteem. Patient's usual coping pat- 
terns and self-perception provide baseline 
data for assessing potential threat of current 
situation. 

2. Accept patient's perception of self to vali- 
date patient's self-perception and provide re- 
assurance that he can successfully overcome 
crisis. 



3. Assess patients readiness for decision 
making, then involve him in making choices 
and decisions related to care. This gives pa- 
tient sense of control over environment. 

4. Encourage patient to participate actively in 
performing care. This gives patient sense of 
independence. 

5. Give patient opportunities to voice feelings. 
This helps patient ventilate doubts and resolve 
concerns. 

6. Show patient how bodily functions are im- 
proving or stabilizing. Responding honestly to 
patient's self-doubts and describing others' 
successful adaptations to similar situations 
helps patient feel more confident. 

7. Provide positive reinforcement of patient s 
efforts to adapt to increase probability that 
healthy adaptation will continue. 

8. Arrange for patient to interact with others 
who have similar problems. A support group 
allows patient to share mutual support and 
caring with others who can fully understand. 

9. Refer patient to a mental hearth profes- 
sional for further counseling. Referral to psy- 
chiatric liaison nurse is indicated when patient 
is adapting poorly to situation. * 



10. Teach patient coping strategies (specify) 
to help overcome maladaptive coping behav- 
iors. 

11. Have patient provide feedback about cop- 
ing behaviors that seem to work. Reinforce 
the practice of these behaviors. This allows 
nurse to evaluate patient's adaptive abilities. 
Positive feedback reinforces adaptability and 
encourages similar behaviors in future. 

Documentation 

•Words patient uses to describe self, 
prostheses, adaptive equipment, limitations 
•Observations of patient focusing on or ignor- 
ing body part 

• Observations of change in structure or func- 
tion of body part 

• Observed responses of patient to change in 
body part, such as touching or not touching 

• Health education or counseling provided to 
help patient cope with altered body image 
•Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Body image disturbance 

related to distorted internalization of a societal ideal 




Definition 



loss in an attempt to conform to an idealized 
body in 



Assessment 



•Health history, including previous eating dis- 
orders; dieting; history of physical, emotional, 
or sexual abuse; episodes of emesis 
•Physiologic status, including vital signs, 
weight, appetite 
•Exercise pattern 

•Psychological status, including expressions 
of need for control or perceived loss of self- 
control, behavioral changes, expressions of 
helplessness, recent emotional crisis, stress, 
body image 

• Perception of ideal feminine form 

• Family status, including role performance, 
perception of role within family 

•Use of diuretics and laxatives 



uennmg cnaracierisucs 



•Amenorrhea 
•Bradycardia 

•Change in body structure, body weight, or 
function 

•Decreased blood pressure 



•Dry skin and brittle nails 

• Excessive and ritualized exercise 

• Excessive need for control of serf and envi- 
ronment 

• Fear of weight gain 

• Hiding body in oversized clothing 

• Inability to tolerate cold temperatures 

• Irritability 
•Lanugo hair 

• Lowered body temperature 

• Obsession with being organized 
•Obsession with food 
•Ritualized eating patterns 
•Social isolation 



Associated medical diagnoses (selected) 

Amenorrhea, anorexia nervosa, arrhythmias, 
bulimia nervosa, dehydration, depression, 
diarrhea, electrolyte imbalance, growth distur- 
bance, malnutrition, tooth enamel erosion 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient complies with prescribed treatment 
regimen. (1,2,10) 

• Patient expresses feelings associated with 
food, exercise, weight loss, and medical con- 
dition. (3,7,14) 

• Patient expresses understanding of the idea 
that her eating and exercise patterns are self- 
destructive. (5,6,7) 

• Patient asks for help in controlling destruc- 
tive behavior. (3,6,7) 

• Patient participates in decisions related to 
care and treatment. (4,6,7,8,9,11,13) 

• Patient participates in support group for peo- 
ple with eating disorders. (14) 

• Patient expresses insight into the reasons 
behind her eating patterns and other self- 
destructive behaviors. (6,14) 

• Patient learns and implements new coping 
behaviors. (13,14,15) 

•Patient expresses positive feelings about 
self. (8,12,13) 

• Patient expresses satisfaction with parental 
involvement in care. (16,17,18) 



Interventions and rationales 

1. Implement the patient's prescribed medical 
therapy to help restore health and body func- 
tion. * 

2. Obtain a referral for a psychiatric evaluation 
to identify problems related to altered body 
image, poor self-esteem, and inappropriate 
coping. 

3. Convey a positive, caring attitude to the 
patient to foster a positive relationship. Take 
steps to ensure continuity of care throughout 
her hospital stay to foster trust. 

4. Encourage the patient to participate in self- 
care and, as appropriate, to make decisions 
about therapy to foster a sense of control and 
involvement in restoring health. 

5. Tell the patient that you accept her as a 
person and provide reassurance that she can 
overcome her problems to validate self-per- 
ception and enhance confidence. 

6. Maintain communication throughout the pa- 
tient's hospital stay to assess coping mecha- 
nisms and level of self-esteem. 

7. Encourage the patient to express feelings 
regarding herself, eating, exercise, hospitaliza- 
tion, and medical condition to clear up mis- 




8. Reinforce appropriate behaviors to encour- 
age the patient to comply with therapy and to 
participate in care. Use behavior modification 
strategies consistently to enable the patient to 
predict consequences of behavior. 

9. Avoid using coercive techniques to make 
patient participate in care or adhere to rules. 
Use ofcoersion may encourage the patient to 
view manipulative behavior as acceptable. 

10. Without conveying an attitude of mistrust, 
be mindful for signs of noncompliance with the 
medical regimen to monitor for self-destructive 
behavior. 

11. Inform the patient of her progress through- 
out hospitalization to increase her awareness 
of achievements and motivate her to keep 
trying. 

12. Help the patient to identify positive as- 
pects of her appearance to improve self- 
esteem. 

13. Help direct the patient's need for control 
away from body image and eating behaviors 
by encouraging her participation in appropriate 

(continued) 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Body image disturbance 

to distorted internalization of a societal ideal 




Interventi ons and rationales (continued) 

diversional activities to channel her energies 
into new areas in which she can take pride. 

14. Encourage her participation in group dis- 
cussions with peers who also have eating dis- 
orders to foster insight and group support. 

15. Help the patient identify appropriate cop- 
ing strategies. Discuss previously effective 
strategies to help her substitute them for mal- 
adaptive ones. 

16. Encourage parents to demonstrate emo- 
tional support for the patient throughout her 
hospital stay and following discharge to 
strengthen the family support system. 

17. Encourage parents to participate in a sup- 
port group with other parents of children with 
eating disorders to provide a forum for ex- 
pressing feelings and obtaining support from 
individuals who can understand their con- 
cerns. 

18. Teach parents how to detect signs that 
their child may be relapsing into self-destruc- 



tive behaviors to help them identify the need 
for early assistance and enhance their confi- 
dence in their ability to protect their child from 
harm. 

Documentation 

•Weight (recorded daily or weekly according 
to agency protocol) 

•Amount of food consumed at each meal 
•Patient's description of self 
•Observations of rituals related to food and 
exercise 

•Participation in and response to support 
group 

•Observations of self-destructive behaviors, 
such as forced emesis or use of laxatives or 
diuretics 

•Observations of manipulative behaviors 
•Coping mechanisms 
•Exercise patterns 

•Behavior modification techniques used by 
caregivers 



•Patient's response to treatment protocol 
•Patient's response to nursing interventions 
•Evidence of changes in patient's self- 
perceptions 

•Evaluations for each expected outcome. 
Care plan notes 
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Care plan notes 



Body temperature alteration, high risk for 

related to aging 




Definition 



body temperature within normal range 
Assessment 

•History of present illness 
•Age 

•Environmental temperature 
•Medication history 

•Neurologic status, including level of con- 
sciousness, sensory status, motor status, and 
mental status 

•Cardiovascular status, including heart rate 
and rhythm, blood pressure, pulses, capillary 
refill, and ECG 

•Respiratory status, including breath sounds, 
arterial blood gases, and respiratory rate, 
depth, and character 

•Integumentary status, including temperature, 
color, and turgor 

•Gastrointestinal status, including inspection 
of abdomen and auscultation of bowel sounds 



•Nutritional status, including dietary pattern 
and current weight 

• Psychosocial status, including behavior, 
mood, financial resources, recent relocation 
with associated change of climate, and living 
accommodations 

•Support systems, including family, friends, 
and clergy 

Risk factors 

•Advanced age 
•Altered metabolic rate 
•Dehydration 

• Exposure to various environmental tempera- 
tures 

• Inactivity 

• Inappropriate clothing for temperature 

• Obesity or underweight 
•Sedation 

•Vasoconstrictor or vasodilator drug therapy 
•vigorous activity 



Associated medical diagnoses (selected) 

Thermoreceptors in an elderly patient may be 
impaired by any disease, injury, or degenera- 
tive change. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Body temperature remains normal. (1,2) 
•Skin remains warm and dry. (1,2) 
•Patient states feelings of comfort. (1,2) 
•Patient exhibits no signs of hypothermia or 
hyperthermia. (1,2,5) 

• Patient expresses understanding of factors 
that cause hypothermia and hyperthermia. (4) 
•Patient describes ways to prevent altered 
body temperature. (4) 

•Patient identifies warning signs of hypother- 
mia and hyperthermia. (5) 

Interventions and rationales 

1. Monitor body temperature every 8 hours or 
more frequently, as indicated, to ensure tem- 
perature doesn't vary more than 1°Ffrom 
average normal (98.6° F oral). If it does, mon- 
itor more frequently. 

2. Assess body systems every 8 hours and 
record results. Report significant changes as 
they occur to avoid possible brain damage 
from hypoxia. 

3. Instruct patient - especially an elderly 
one - in hypothermia precautions: 

a. Maintain specific room temperature. 



b. Dress warmly, even when indoors (partic- 
ularly in bed). 

c. Ensure adequate food and fluid intake. 

d. Remain as active as possible. 

e. Have a friend or neighbor check on the 
patient every day. 

4. Instruct patient in hyperthermia precau- 
tions: 

a. Stay out of direct sunlight. 

b. Avoid strenuous activity in hot weather. 

c. Dress in lightweight, loose-fitting clothing 
that permits perspiration to evaporate. 
Select pale colors, if possible. 

d. Drink enough fluids. 

e. Avoid alcoholic beverages and tobacco. 
Because several factors may cause ab- 
normal body temperature - thermorecep- 
tors may be impaired by disease, injury, 
or degeneration, for example, or the 
hypothalamus may not respond appropri- 
ately -precautions are aimed at main- 
taining optimal health through modifica- 
tion of environment. 

5. Instruct patient about warning signs of hy- 
pothermia and hyperthermia, such as lethargy, 



shivering, nausea, and dizziness, to prevent 
complications. 

Documentation 

•Patient's perception of the problem -for 
example, reports of excessive cold or heat 
•Observations of risk factors that alter body 
temperature 

• Instructions regarding preventive measures 

• Patient's understanding of instructions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Breastfeeding, effective 




Definition 



State in which mother, infant, or family ex- 
hibits proficiency and satisfaction with breast- 
feeding process 



Assessment 



• Maternal status, including age and maturity, 
parity, level of prenatal breastfeeding prepara- 
tion, past breastfeeding experience, previous 
postpartal history, physical condition (actual or 
perceived inadequate milk supply, comfort 
level), psychosocial factors (apprehension 
level, body image, stress from family and 
career, sociocultural views of breastfeeding, 
emotional support from significant others) 

• Infant status, including satisfaction and con- 
tentment, growth-rate, age-weight relationship, 
urinary output, quantity and characteristics of 
stools, ability to latch onto breasts 



Defining characteristics 



• Mother positions infant at breast to promote 
successful latch-on response 

• Mother reports satisfaction with breastfeed- 
ing process 

• Oxytocin release occurs (let-down response 
or milk-ejection reflex) 

• Infant appears eager to nurse and is content 
after feedings 

• Regular and sustained suckling occurs (ev- 
ery 2 to 3 hours) 

• Infant eliminates soft stools and a sufficient 
quantity of unconcentrated urine 

• Infant gains adequate weight 



Associated medical diagnoses (selected) 

Vaginal or cesarean section delivery of term or 
preterm infant 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Mother breastfeeds infant successfully and 
experiences satisfaction with breastfeeding 
process. (1,2,3,5,6,7,8.9) 

• Infant feeds successfully on both breasts 
and appears satisfied. (2,3,5) 

• Infant grows and develops in pace with ac- 
cepted standards. (2,4,5,6) 

•Mother continues breastfeeding infant after 
early postpartal period. (1,2,3,4,5,6,7,8,9) 

Interventions and rationales 

1. Assess mother's knowledge and experience 
of breastfeeding to locus teaching on specific 
learning needs. 

2. Educate mother and selected support per- 
son about breastfeeding techniques: 

a. Clean hands and breasts before nursing. 

b. Position infant for feeding (infant should 
be able to grasp most of areola). 

c. Change positions to avoid or decrease 
nipple tenderness. 

d. Use both breasts at each feeding. 

e. Remove infant from breast by breaking 
suction. 

f. Avoid setting time limits in early stage. 



g. Practice breast care. Greater understand- 
ing of techniques improves chances for 
success. 

3. Teach techniques to stimulate let-down re- 
sponse. These include warm showers and com- 
presses, relaxation and guided imagery, infant 
suckling, holding infant close to breasts, and lis- 
tening to infant cry. 

4. Educate mother about her nutritional 
needs. She requires a well-balanced diet plus 
an additional 500 calories and two extra 
glasses of fluid each day. She should limit caf- 
feine and avoid foods that make her uncom- 
fortable. Extra calories and fluids help 
maintain an adequate milk supply. 

5. Teach mother what to expect from breast- 
feeding infant. The infant should pass 8 to 12 
stools and wet 6 to 8 diapers per day. Stools 
should be soft to liquid and nonodorous. The 
infant should nurse every 2 to 3 hours and 
should quiet after nursing and appear gener- 
ally well. Explain that the infant also requires 
nonnutritive sucking. Teaching will prepare 
mother for care of infant at home. 

6. Assist mother and family in planning for 
home care. The mother needs to rest when 



infant sleeps, practice self-care, learn tech- 
niques for expression and storage of breast 
milk, and recognize signs of engorgement and 
infection. Family members should understand 
the importance of helping out. Mothers often 
stop nursing once they return home and re- 
sume work, usually because of fatigue. 

7. Provide quiet and privacy to enhance devel- 
opment of breastfeeding skills. 

8. Encourage mother to verbalize concerns 
about nursing to reduce anxiety. 

9. Offer information about breastfeeding sup- 
port groups to help meet emotional and learn- 
ing needs. 

Documentation 

• Mother's expressions about breastfeeding 
experience 

• Observations of breastfeeding techniques 
and mother-infant interaction during nursing 
•Teaching and instructions given 

•Infant growth and weight 

• Referrals to support groups 

• Mother's plans for nursing after discharge 

• Evaluations for each expected outcome. 



t Numbers following each outcome correspond to numbered interventiors. 



Breastfeeding, ineffective 

related to dissatisfaction 
or difficulty with 




Definition 



State in which mother, infant, or family experi- 
ence dissatisfaction or c 



Assessment 



I status, including age and maturity, 
relationships with significant others, previous 
bonding history, parity, level of prenatal 
breastfeeding preparation, knowledge or pre- 
vious breastfeeding experience, physical con- 
dition (actual or perceived inadequate milk 
supply, nipple shape, comfort level), psychoso- 
cial impact (apprehension level, body image 
and perceptions, such stressors as family and 
career, actual or perceived sociocultural views 
of breastfeeding, emotional support from signif- 
icant others) 

• Infant status, including satisfaction and con- 
tentment, growth rate, age-weight relationship 



Defining characteristics 



•Abnormal or awkwardly shaped nipple 

• Inability of infant to attach to nipple correctly 

• Lack of maternal attachment behavior; reluc- 
tance to put infant to breast as necessary 
•No observable sign of oxytocin release 
•Nonsustained suckling at breast 
•Obvious infant hunger with little or no weight 
gain 

•Obvious physical discomfort 
•Outward evidence of apprehension, stress, 
fear (postpartum blues) 
•Verbal report of i 
knowledge 



Associated medical diagnoses (selected) 

Infant anomaly, infant prematurity, maternal 
nipple anomaly, maternal psychological stress 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Mother expresses physical and psychological 
comfort with breastfeeding techniques and 
practice. (1,2,4,5,6) 

•Mother shows decreased anxiety and appre- 
hension. (1,2,4,5,6) 

• Infant feeds successfully on both breasts 
and appears satisfied for at least 2 hours after 
feeding. (1,3) 

•Infant grows and thrives. (1,3) 

• Mother states at least one resource for 
breastfeeding support. (6) 

Interventions and rationales 

1. Educate the mother or other caregiver in 
breast care and breastfeeding techniques. 
This reduces anxiety and enhances proper 
nutrition for the infant. 

2. Be available yet discreet during breastfeed- 
ing. Assessment of mother's technique can 
point out problem areas for nurse to concen- 
trate on. Encourage mother's questions to in- 
crease understanding and reduce anxiety. 

3. Teach techniques for letdown response: 

a. warm shower 

b. breast massage 



c. physically caring for infant 

d. holding infant close to breasts. These 
measures reduce anxiety and facilitate 
let-down response. 

4. Provide environmental setting conducive to 
breastfeeding: 

a. quiet 

b. private 

c. comfortable 

d. decreased external stressors. A relaxed 
environment can promote successful 
breastfeeding. 

5. Encourage expression of fears and anxi- 
eties between mother and other caregivers. 
This reduces anxiety and increases mother's 
sense of control. 

6. Offer written information, a reading list, or 
information about breastfeeding support 
groups to help meet the mother's emotional 
and learning needs. 

Documentation 

• Mother's expressions of feelings of comfort 

with breastfeeding ability 

•Observations of bonding and breastfeeding 



•Teaching and instructions given 
•Referrals to support groups 
•Infant growth and weight 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



Breastfeeding, interrupted 

related to a contraindicating condition 




Definition 



A break in the continuity of breastfeeding re- 
lai 



Assessment 



•Maternal status, including age and maturity; 
employment hours; relationships with signifi- 
cant others; parity; level of prenatal breast- 
feeding knowledge or experience; physical 
condition (comfort level, nipple shape, pres- 
ence of infection, use of medication) 
•Neonatal status, including age-weight rela- 
tionship; growth rate; neurologic status; respi- 
ratory status; sucking reflex; presence of 
factors that interfere with proper sucking (cleft 
lip, cleft palate) 



Defining characteristics 



• Continued desire on the part of the mother 
to maintain lactation and provide breast milk 
for the neonate's nutritional needs 

• Failure of the neonate to receive nourish- 
ment at breast for some or all feedings 

• Lack of knowledge on the mother's part 
about expressing and storing breast milk 
•Separation of mother and infant 



Associated medical diagnoses (selected! 

Maternal nipple anomaly, maternal or infant ill- 
ness, maternal psychological stress, neonatal 
anomaly, neonatal hyperbilirubinemia, prema- 
turity 



Turn card over to find EXPECTED OUTCOMES, 

INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Mother expresses her understanding of the 
factors that necessitate interruption in breast- 
feeding. (1,2) 

• Mother expresses comfort with her decision 
whether or not to resume breastfeeding. (3) 

• Mother expresses and stores breast milk ap- 
propriately. (4,5,6,7,8) 

• Mother's milk supply is adequate once 
breastfeeding is resumed. (6,7,8) 

•Mother resumes breastfeeding once interfer- 
ing factors cease. (9) 

•Mother obtains relief from discomfort associ- 
ated with engorgement. (10) 

Interventions and rationales 

1. Assess the mother's understanding of the 
reasons for interrupting breastfeeding to eval- 
uate her need for additional instruction. 

2. Reassure the mother that the neonate's nu- 
tritional needs will be met through other meth- 
ods to allay her anxiety. 

3. Assess the mother's desire to resume 
breastfeeding to help plan interventions. 

4. Provide appropriate educational materials, 
including audiovisual aids and written materi- 



als. Audiovisual aids demonstrate proper ex- 
pressing and storing techniques; written 
material allows the mother to review informa- 
tion at her own pace. 

5. Instruct the mother in techniques for ex- 
pressing and storing breast milk to ensure a 
proper milk supply. 

6. Recommend use of a breast pump accord- 
ing to the following guidelines to provide maxi- 
mum stimulation and prolactin production: 

a. initiate pumping 24 to 48 hours following 
delivery 

b. pump a minimum of five times a day 

c. pump a minimum of 100 minutes a day 

d. pump long enough to soften breasts 
each time, regardless of duration 

7. Encourage the mother to save her breast 
milk in a sterile container and store it in a re- 
frigerator or freezer for future feedings. Pres- 
erving breast milk ensures that neonate 
receives maternal antibodies, and helps to en- 
courage maternal involvement in neonatal 
care. 

8. If prolonged pumping is required, encour- 
age use of a piston-style electric pump. Using 
an electric pump produces milk with a higher 



fat content than hand pumping. 

9. If the mother intends to resume breastfeed- 
ing, take the following steps: 

a. Instruct her in ways to relieve breast en- 
gorgement to prevent discomfort that may 
keep the neonate from sucking effectively. 

b. If appropriate, instruct the mother in use of 
devices such as a breast shell, which is 
designed to alter flat or inverted nipples, a 
condition that may interfere with success- 
ful breastfeeding. 

c. Review the mother's daily routine to ad- 
vise her how to incorporate breastfeeding 
into work schedule. 

d. Provide her with information about breast- 
feeding support groups. Participating in a 
support group can help the mother obtain 
needed emotional support and continue 
learning. 

10. If the mother doesn't intend to resume 
breastfeeding, advise her to wear a supportive 
bra, apply ice, and take a mild analgesic, such 
as acetaminophen, to alleviate discomfort as- 
sociated with engorgement. 

(continued) 



t Numbers following outcomes relet to interventions. 



Breastfeeding, interrupted 

related to a contraindicating condition 




Documentation 



•Factors that necessitated interruption in 
breastfeeding (reassessed periodically to 
determine status) 

• Mother's expression of feelings about the 
need to interrupt breastfeeding 
•Mother's decision whether to continue 
breastfeeding when possible 

• Patient teaching 

•Mother's efforts to ensure appropriate milk 
supply 

• Mother's responses to nursing interventions 
•Neonate's growth, weight, and output 
•Referrals to support groups 
•Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Breathing pattern, ineffective 

related to decreased energy or fatigue 




Definition 



Change in rate, depth, or pattern of breathing 



Assessment 



• History of respiratory disorder 

• Respiratory status, including rate and depth 
of respiration, symmetry of chest expansion, 
use of accessory muscles, presence of cough, 
anterior-posterior chest diameter, palpation for 
fremitus, percussion of lung fields, ausculta- 
tion of breath sounds, pulmonary function 
studies 

• Neurologic and mental status, including level 
of consciousness and emotional level 

• Knowledge, including current understanding 
of physical condition and physical, mental, and 
emotional readiness to learn 



Defining characteristics 



•Abnormal arterial blood i 
•Accessory muscle use 
•Altered chest excursion 
•Assumption of 3-point position 
•Cough 
•Cyanosis 

• Dyspnea 
•Exertional dyspnea 

• Fremitus 

• Increased anteroposterior diameter of chest 
wall 

•Nasal flaring 

1 Pursed-lip breathing and prolonged expira- 



• Tachypnea 

• Verbal report of decreased energy or fatigue 



Associated medical diagnoses &*m\ 

Anemia, chronic obstructive pulmonary dis- 
ease, cirrhosis, congestive heart failure, meta- 
bolic acidosis, pulmonary edema 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



• Patient's respiratory rate stays within ± 5 of 
baseline. (1,2,3,4,5,6,7) 

•Arterial blood gas levels return to baseline. 

0. 2. 

• Patient reports feeling comfortable when 
breathing. (1,3,6) 

• Patient reports feeling rested each day. 
(5,6,7) 

• Patient demonstrates diaphragmatic pursed- 
lip breathing. (8) 

• Patient achieves maximum lung expansion 
with adequate ventilation. (2,4,5,6) 

• Patient demonstrates skill in conserving en- 
ergy while carrying out activities of daily liv- 
ing. (3,5,8c,8e) 

Interventions and rationales 

1. Assess and record respiratory rate and 
depth at least every 4 hours, to detect early 
signs of respiratory compromise. Maintain ar- 
terial blood gas levels according to hospital 
policy, to monitor oxygenation and ventilation 
status. 

2. Auscultate breath sounds at least every 4 
hours to detect decreased or adventitious 



t Numbers following outcomes relet to interventions. 



bream sounds; report changes. 

3. Assist patient to a comfortable position, 
such as by supporting upper extremities with 
pillows, providing over-bed table with a pillow 
to lean on, or elevating head of bed. These 
measures promote comfort, chest expansion, 
and ventilation of basilar lung fields. 

4. Help patient with activities of daily living, as 
needed, to conserve energy and avoid overex- 
ertion and fatigue. 

5. Administer oxygen, as ordered, to help re- 
lieve respiratory distress. Supplemental oxy- 
gen helps reduce hypoxemia and respiratory 
distress. * 

6. Suction airway, as needed, to remove se- 
cretions. 

7. Schedule necessary activities to provide 
periods of rest. This prevents fatigue and re- 
duces oxygen demands. 

8. Teach patient about: 

a. pursed-lip breathing 

b. abdominal breathing 

c. performing relaxation techniques 

d. taking prescribed medications (ensuring 
accuracy of dosage and frequency; moni- 
toring side effects) 



e. scheduling activities to avoid fatigue and 
provide for rest periods. These measures 
allow patient to participate in maintaining 
health status and also improve ventila- 
tion. * 

Documentation 

• Patient's expressions of comfort in breathing, 
emotional state, understanding of medical di- 
agnosis, and readiness to learn 

• Physical findings from pulmonary assess- 
ment 

• Interventions carried out and patient's re- 
sponses to them 

• Evaluations for each expected outcome. 
Care plan notes 



t Indicates doctor-ordered instruction. 



pattern, ineffective 

related to pain 




Definition 



Assessment 



• History of medical or surgical problem that 
causes ineffective breathing 

• Respiratory status, including rate and depth 
of respiration, symmetry of chest expansion, 
use of accessory muscles, presence of cough, 
anterior-posterior chest diameter, palpation for 
fremitus, percussion of lung fields, ausculta- 
tion of breath sounds, and arterial blood 



• Neurologic status, including level of con- 
sciousness and sensory and motor status 

• Psychosocial status, including willingness to 
cooperate with treatment, coping mechanisms, 
and knowledge level (current understanding of 
physical condition) 



Defining characteristics 



•Accessory muscle use 
•Altered chest excursion 
•Altered depth of respiration 
•Anxiety 

•Arterial blood gas abnormalities 



• Dyspnea 

• Fremitus 
■Inability to cough 
■Nasal flaring 
•Tachypnea 

• Verbal report of painful respiration 



Associated medical diagnoses (selected) 

Chest wall injury, pericarditis, pleural effusion, 
pleurisy, pneumonia, pneumothorax, pulmo- 
nary embolus, rib or vertebral fractures 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient's respiratory rate stays within ±5 of 
baseline. (1,2,4,10) 

• Arterial blood gas levels remain normal. 
(1,4,10,12) 

• Patient achieves comfort without depressing 
respirations. (3) 

• Patient uses incentive spirometer or other 
respiratory device every 2 hours, or as or- 
dered. (2,3,5,6,7,8) 

•Auscultation reveals no adventitious breath 
sounds. (1,7,8,9) 

• Patient states understanding of importance 
of taking deep breaths. (5,6,7) 

• Patient practices relaxation techniques 
(specify) times a day. (11) 

• Patient reports ability to breathe comforta- 
bly. (3,4,6,10,11,13) 

Interventions and rationales 

1. Assess and record respiratory status at 
least every 4 hours to detect early signs of 
compromise. Maintain arterial blood gases ac- 
cording to hospital policy to monitor oxygena- 
tion and ventilation status. 

2. Assess for pain every 3 hours. Pain re- 



duces respiratory effort and ventilation. 

3. Give pain medication, as ordered, to allow 
maximal chest expansion. Record effective- 
ness, and monitor respiratory depression in- 
duced by narcotic analgesic, to guide further 
therapy. * 

4. Assist patient to a comfortable position that 
also allows for maximal chest expansion: Fow- 
ler's position, for example, or leaning on over- 
bed table with pillow will enhance chest ex- 
pansion. 

5. Assist patient in using incentive spirometer 
or other device, as ordered, to ensure proper 
use and help prevent atelectasis. * 

6. Teach patient how to splint chest while 
coughing. Keep extra pillow for patient's use. 
Splinting reduces pain during coughing. 

7. Perform chest physiotherapy to aid mobili- 
zation and secretion removal, if ordered. Per- 
cussion, vibration, and postural drainage 
enhance airway clearance and respiratory ef- 
fort* 

8. Provide rest periods between breathing en- 
hancement measures to avoid fatigue. 

9. Encourage patient to use an incentive spi- 
rometer independently. Praise patient's efforts, 



to encourage compliance. * 

10. Provide oxygen, as ordered, to help relieve 
respiratory distress caused by hypoxemia. * 

11. Teach relaxation techniques to help re- 
duce anxiety. Guided imagery, progressive 
muscle relaxation, breathing exercises, and 
meditation reduce pain and anxiety and en- 
hance patient's sense of self-control. 

12. Change patient's position frequently to 
maximize comfort. 

13. Encourage patient to discuss fears to help 
reduce anxiety. 

Documentation 

• Patient's reports of pain 

• Patient's perception of need to take deep 
breaths, cough, etc. 

• Patient's expression of the effectiveness of 
pain medication 

• Observations of physical findings 

• Effectiveness of medications 

• Descriptions of patient's efforts to take deep 
breaths and cough 

• Interventions performed to enhance patient's 
ability to breathe effectively 

• Evaluations for each expected outcome. 



t Numbers following outcomes reler to interventions. 



t Indicates doctor-ordered instruction. 



Cardiac output, decreased 

related to reduced stroke volume 




Definition 



Cardiovascular or respiratory symptoms result- 
ing from insufficient blood being pumped by 
the heart 



Assessment 



• Mental status, including orientation and level 
of consciousness 

• Cardiovascular status, including history of 
arrhythmias and syncope, jugular vein disten- 
tion, hepatojugular reflux, heart rate and 
rhythm, heart sounds, blood pressure, periph- 
eral pulses, ECG, exercise ECG, echocardio- 
gram, phonocardiogram, serum digitalis levels, 
and skin color, temperature, and turgor 

• Respiratory status, including respiratory rate 
and depth, breath sounds, chest X-ray, and ar- 
terial blood gases 

• Renal status, including weight, intake and 
output, urine specific gravity, and serum elec- 
trolytes 



Defining characteristics 



•Arrhythmias; ECG changes 

• Cold, clammy skin 

• Cyanosis 

• Decreased peripheral pulses 

• Dizziness 

• Dyspnea 

• Electromechanical cardiac disorders 

• Fatigue 

• Jugular venous distention 

• Mental status changes 

■ Pallor of skin and mucous membranes 

• Syncope 

■ Variations in hemodynamic reading 
•Vertigo 



Associated medical diagnoses (selected) 

Acute myocardial infarction, Adams-Stokes 
syndrome, carotid sinus syndrome, chronic 
heart block, congestive heart failure, digitalis 
toxicity, electrolyte imbalance, sick sinus syn- 
drome 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains hemodynamic stability. 

Pulse not less than not greater than 

Blood pressure not less than 

not greater than (1,2,3,4) 

•Skin remains warm and dry. (3) 

• Dyspneic episodes decreased or absent,(4,5) 

• Signs of dizziness or syncope absent. (6) 

• No complaint of chest pain. (7,8,9) 

• Patient practices stress-reduction techniques 
every 2 hours. (10,11) 

• Cardiac output remains adequate. (1) 
•Patient lacks arrhythmias. (1-15) 

• Patient understands symptoms, diet, medica- 
tion, and activity level. (16) 

Interventions and rationales 

1. Monitor apical and radial pulse at least ev- 
ery 4 hours, to better detect arrhythmias. Im- 
mediately report abnormal pulse rates. 

2. Note pulse rhythm at least every 4 hours 
and report irregularities. Arrhythmias may in- 
dicate cardiac arrest or other complications. 

3. Assess skin temperature every 4 hours. 
Cool, clammy skin may indicate decreased 
cardiac output. 



4. Assess respiratory status at least every 4 
hours. Report complaints of dyspnea or rest- 
lessness. Adventitious breath sounds or dys- 
pnea may indicate fluid buildup in lungs and 
pulmonary capillary bed (as in congestive 
heart failure). 

5. Administer oxygen, as ordered, to increase 
supply to myocardium. * 

6. Report complaints of dizziness or syncope 
promptly; these may indicate cerebral hypoxia. 

7. Tell patient to report chest pain right away, 
as it may signal myocardial hypoxia or injury. 

8. Plan patient's care to avoid overexertion, 
which increases myocardial oxygen demand. 

9. Change patient's position frequently to pro- 
mote comfort and avoid tachycardia and other 
sympathetic responses. 

10. Teach patient how to perform stress- 
reduction techniques to allay anxiety and 
avoid cardiac complications. 

11. Remind patient to practice stress- 
reduction techniques every 2 hours while 
awake to help internalize learned techniques. 

12. Give antiarrhythmic drugs as prescribed to 
reduce or abolish arrhythmias. Monitor for ad- 
verse effects. * 



13. Instruct patient to avoid straining during 
bowel movements, which may cause brady- 
cardia and decreased cardiac output. 

14. Administer stool softeners as prescribed to 
reduce straining at stool. * 

15. Carry out the medical care plan as or- 
dered. Collaborative practice enhances care. * 

16. Teach patient about: reportable symptoms 
(such as chest pain, palpitations, weakness, 
dizziness, syncope); prescribed diet; medica- 
tions (name, dosage, frequency, therapeutic 
effects, adverse effects); and activity level. * 
These measures let patient and caregivers 
participate in patient's care, and help patient 
make informed decisions about health status. 

Documentation 

•Patient's symptoms 
•Observation of physical findings 

• Incidents of chest pain, including location, 
character, duration, and treatment 
•Patient's tolerance for activity 

• Interventions to control or monitor symptoms 
and patient's response 

•Patient teaching 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Cardiac output, decreased 

related to reduced stroke volume 
a result of mechanical or structural problems 




Definition 



Cardiovascular or respiratory symptoms result- 
ing from insufficient blood being pumped by 
the heart 



Assessment 



•Mental status, including orientation and level 
of consciousness 

• Cardiovascular status, including history of 
valvular disorder, congenital heart disease, or 
myopathy; skin color, temperature, and turgor; 
jugular vein distention; hepatojugular reflux; 
heart rate and rhythm; heart sounds; blood 
pressure; peripheral pulses; ECG; exercise 
ECG; echocardiogram; and phonocardiogram 

• Respiratory status, including respiratory rate 
and depth, breath sounds, chest X-ray, and ar- 
terial blood gases 

• Renal status, including weight, intake and 
output, and urine specific gravity 



Defining characteristics 



Abnormal breath sounds 
Anuria 

Arrhythmias; ECG changes 
Ascites 

Cold, clammy skin 
Cough 
Crackles 
Cyanosis 



Dyspnea 
Fatigue 
Frothy sputum 
Jugular vein distention 
Liver engorgement and tenderness 
Mechanical or structural cardiac abnormali- 
ties 

Mental status changes 

Oliguria 

Orthopnea 

Pallor of skin and mucous membranes 
Variations in hemodynamic reading 



Associated medical diagnoses i 

Anaphylactic shock, anemia, angina, aortic 
stenosis, aortic insufficiency, bacterial endo- 
carditis, cardiogenic shock, congestive heart 
failure, cor pulmonale, hypovolemic shock, mi- 
tral insufficiency, mitral stenosis, myocardial 
infarction, neurogenic shock, Paget's disease, 
papillary muscle syndrome, pericarditis, pul- 
monary edema, pulmonary embolism, renal 
failure, respiratory failure, septic shock, tetral- 
ogy of Fallot, thyrotoxicosis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient attains hemodynamic stability. Pulse 

not less than and not greater than 

Blood pressure not less than 

and not greater than (1,2,13) 

• Patient exhibits no arrhythmias. (1,2,4) 

• Skin remains warm and dry. (1,2,7) 

• Patient exhibits no pedal edema. (3,5,6) 

• Patient achieves activity within limits of pre- 
scribed heart rate. (8,9) 

• Patient expresses sense of physical comfort 
after activity. (2,11) 

• Heart's workload diminishes. (8,9,10,11) 

• Patient maintains adequate cardiac output. 
(1,2,3,4,14) 

• Patient performs stress-reduction techniques 
every 4 hours while awake. (11) 

• Patient states understanding of signs and 
symptoms, prescribed activity level, diet, and 
medications. (12,13,14,15) 

Interventions and rationales 

1. Monitor and record level of consciousness, 
heart rate and rhythm, and blood pressure at 
least every 4 hours, or more often if neces- 
sary, to detect cerebral hypoxia possibly re- 



sulting from decreased cardiac output. 

2. Auscultate heart and breath sounds at least 
every 4 hours. Report abnormal sounds as 
soon as they develop. Extra heart sounds may 
indicate early cardiac decompensation; adven- 
titious breath sounds may indicate pulmonary 
congestion and diminished cardiac output. 

3. Measure intake and output accurately and 
record. Falling urine output without falling Ibid 
intake may indicate decreased renal perfusion, 
possibly from decreased cardiac output. 

4. Promptly treat life-threatening arrhyth- 
mias.* 

5. Weigh patient daily before breakfast to de- 
tect fluid retention. 

6. Inspect for pedal or sacral edema to detect 
venous stasis and reduced cardiac output. 

7. Provide skin care every 4 hours to enhance 
skin perfusion and venous flow. 

8. Gradually increase patient's activities within 
limits of prescribed heart rate to allow heart to 
adjust to increased oxygen demand. Monitor 
pulse rate before and after activity to compare 
rates and gauge tolerance. * 

9. Plan patient's activities to avoid fatigue and 
increased myocardial workload. 



10. Maintain dietary restrictions, as ordered, 
to reduce risk of cardiac disease. * 

11. Teach patient stress-reduction techniques, 
to reduce patient's anxiety and provide a 
sense of control. 

12. Explain all procedures and tests. 

13. Teach patient about: chest pain and other 
reportable symptoms; prescribed diet; medica- 
tions (name, dosage, frequency, therapeutic 
effects, adverse effects); prescribed activity 
level; simple methods for lifting and bending; 
and stress-reduction techniques. * These 
measures involve patient and family in care. 

14. Carry out medical care plan, as ordered. 
Collaborative practice enhances overall care. * 

15. Administer oxygen, as ordered, to increase 
supply to myocardium. * 

Documentation 

• Patient's needs and perception of problem 
•Observations of physical findings 
•Patient's response to activity 

• Development of skills related to diet, medica- 
tion, activity, and stress management 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Caregiver role strain 

to discharge of a family member 
with significant home care needs 




Definition 



Caregiver's perceived difficulty in providing 
care 



Assessment 



• Caregiver's physical and mental status, in- 
cluding chronic health problems, self-care abil- 
ities, mobility limitations, and level of cognitive 
function 

• Care recipient's physical and mental status, 
including illness, self-care limitations, mobility 
limitations, and level of cognitive function 
•Support systems, including financial re- 
sources, family and friends, community ser- 
vices, and health-related services such as 
geriatric day care, home health aides 

• Home environment, including layout of home, 
structural barriers, need for equipment or as- 
sistive devices, availability of transportation 

• Cultural, ethnic, and religious background 

• Perceived and actual obligations of caregiver 
•Caregiver's pe'sonal strengths, including 



coping and problem-solving abilities, participa- 
tion in diversional activities or hobbies 

Defining characteristics 

• Caregiver reports: 

a. difficulty performing specific caregiving ac- 
tivities, such as bathing, cleaning up after 
incontinence, managing pain 

b. feeling a sense of loss because care re- 
cipient has changed drastically 

c. feeling depressed 

d. feeling that providing care interferes with 
other important aspects of life, including 
career, family, and social activities 

e. feeling stress or anxiety in relationship 
with care recipient 

f. feeling that other family members aren't 
helping sufficiently or showing enough ap- 
preciation of caregiver's efforts 

g. not having sufficient resources (time, emo- 
tional strength, physical energy, help from 
others) to provide care 



h. worrying about such possibilities as the 
care recipient's deteriorating health and 
emotional state, institutionalization of the 
the care recipient, or the inability to con- 
tinue to provide care 

Associated medical diagnoses (selected) 

Acquired immunodeficiency syndrome (AIDS); 
Alzheimer's disease; amyotrophic lateral scle- 
rosis; cancer; cerebrovascular accident; cere- 
bral palsy; chronic obstructive pulmonary 
disease; congestive heart failure; dementia; 
drug or alcohol addiction; end-stage renal, 
cardiac, or pulmonary disease; Huntington's 
disease; muscular dystrophy; multiple scle- 
rosis; paralysis; Parkinson's disease; schizo- 
phrenia 

Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Caregiver describes current stressors. (1) 

• Caregiver identifies stressors that can and 
cannot be controlled. (2) 

•Caregiver identifies formal and informal 
sources of support. (4,5,6) 
•Caregiver reports increased ability to cope 
with stress. (1,2,3,4,5,6,7,8) 

Interventions and rationales 

1. Help the caregiver to identify current stres- 
sors to evaluate the causes of role strain. 

2. Using a nonjudgmental approach, help the 
caregiver evaluate which stressors are control- 
lable and which are not to begin to develop 
strategies to reduce stress. 

3. Encourage the caregiver to discuss coping 
skills used to overcome similar stressful situa- 
tions in the past to build confidence for man- 
aging the current situation. 

4. Encourage the caregiver to participate in a 
support group. Provide information on an or- 
ganization such as the Alzheimer's Disease 
and Related Disorders Association, Children 
of Aging Parents, or the referral service of the 
community AIDS task force to foster mutual 



support and provide an opportunity for the 
caregiver to discuss personal feelings with 
empathetic listeners. 

5. Help the caregiver identify informal sources 
of support, such as family members, friends, 
church groups, and community volunteers to 
provide resources for obtaining an occasional 
or regularly scheduled respite. 

6. Help the caregiver to identify available for- 
mal support services such as home health 
agencies, municipal or county social services, 
hospital social worker, doctors, clinics, day 
care centers to enhance coping by providing a 
reliable structure for support. 

7. If the caregiver seems overly anxious or 
distraught, gently point out the facts about the 
care recipient's mental and physical condition. 
Many times, especially if the care recipient is 
a family member, the caregiver's perspective 
is clouded by a long history of emotional in- 
volvement. Your input may help the caregiver 
view the situation more objectively. If you be- 
lieve that excessive emotional involvement is 
hindering the caregiver's ability to function, 
consider recommending Co-dependent's 
Anonymous, a support group for people 



whose preoccupation with a relationship leads 
to chronic suffering and diminished effective- 
ness to provide support. 
8. Suggest ways for the caregiver to use time 
more efficiently. For example, the caregiver 
may be able to save time by filling out insur- 
ance forms while visiting and chatting with the 
care recipient. Better time management may 
help the caregiver reduce stress. 

Documentation 

•Stressors identified by caregiver (perceived 
and actual) 

•Observations of caregiver's response to 
stressful situations 

• Referrals provided 

•Caregiver's use of informal and formal sup- 
port systems 

•Coping strategies identified by caregiver and 
nurse 

• Evidence of improvement in caregiver's abil- 
ity to cope 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Caregiver role strain, high risk for 




Definition 



Caregiver's vulnerability to experiencing diffi- 
culty in providing care 



Assessment 



•Caregiver's physical and mental status, in- 
cluding chronic health problems, self-care abil- 
ities, mobility limitations, and level ol cognitive 
function 

•Care recipient's physical and mental status, 
including illness, self-care limitations, mobility 
limitations, and level of cognitive function 
•Support systems, including financial re- 
sources, family and friends, community ser- 
vices, health-related services such as geriatric 
day care, home health aids 
•Home environment, including structural bar- 
riers, layout of home, need for presence of 
equipment or assistive devices, availability of 
transportation 

•Cultural, ethnic, and religious background 
• Perceived and actual obligations of caregiver 



•Caregiver's personal strengths, including 
usual coping and problem-solving abilities, 
participation in diversional activities or hobbies 

Risk factors 

•Developmental risk factors 

a. Lack of preparedness for caregiver role- 
for example, a young adult who must un- 
expectedly care for a middle-aged parent 

b. Developmental delay or disability of the 
care recipient or caregiver 

• Pathophysiologic risk factors 

a. Cognitive problems caused by brain dys- 
function in care recipient 

b. Drug or alcohol addiction 

c. Severe illness 

d. Unpredictable illness course or instability 
in care recipient's health 

•Psychological risk factors 

a. Co-dependency 

b. Deviant, bizarre behavior on part of the 
care recipient 



c. Evidence of dysfunctional family coping 
patterns that existed before the caregiving 
situation 

d. Evidence of poor coping ability on the part 
of the caregiver 

e. Evidence of psychological problems in the 
care recipient 

f. Poor relationship between caregiver and 
care recipient 

•Situational risk factors 

a. Competing role commitments on the part 
of caregiver 

b. Discharge of family member with signifi- 
cant home care needs 

c. Inadequate environment or facilities for 
providing care 

d. Isolation of caregiver 

e. Lack of experience on part of caregiver 

f. Lack of respite or recreation for caregiver 

g. Long duration of caregiving anticipated 

h. Numerous, complex caregiving tasks 

(continued) 
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Risk factors (continued) 

i. Presence of abuse or violence 
j. Simultaneous occurence of other events 
that cause stress for family, such as signif- 
icant personal loss, natural disaster, or 
economic hardship 

Associated medical diagnoses (selected) 

Acquired immunodeficiency syndrome (AIDS); 
Alzheimer's disease; amyotrophic lateral scle- 
rosis; cancer; cerebrovascular accident; cere- 
bral palsy; chronic obstructive pulmonary 
disease; congestive heart failure; dementia; 
drug or alcohol addiction; end-stage renal, 
cardiac, or pulmonary disease; Huntington's 
disease; muscular dystrophy; multiple scle- 
rosis; paralysis; Parkinson's disease; schizo- 
phrenia 

Expected outcomes t 

•Caregiver identifies current stressors, (1) 
•Caregiver identifies appropriate coping strat- 
egies and states plans to incorporate strate- 
gies into daily routine. (2,7) 
•Caregiver states intention to contact formal 
and informal sources of support. (3,4,6) 



•Caregiver states intention to incorporate rec- 
reational activities into daily routine. (5) 
•Caregiver reports satisfaction with ability to 
cope with stress caused by caregiving respon- 
sibilities. (1,2,3,4,5,6) 

Interventions and rationales 

1. Help the caregiver identify current stres- 
sors. Ask whether stress is likely to increase 
or decrease in the future to evaluate the risk 
for caregiver role strain. 

2. Encourage the caregiver to discuss coping 
skills used to overcome similar stressful situa- 
tions in the past to reinforce the caregivers 
confidence in her ability to manage the current 
situation and explore ways to apply coping 
strategies before the caregiver becomes over- 
whelmed. 

3. Help the caregiver identify informal sources 
of support, such as family members, friends, 
church groups, and community volunteers to 
plan for an occasional or regularly scheduled 
respite. 

4. Help the caregiver to identify available for- 
mal support services such as home health 
agencies, municipal or county social services, 



hospital social worker, doctors, clinics, day 
care centers to assist the caregiver and 
thereby lessen the risk of strain. 

5. Encourage the caregiver to discuss hobbies 
or diversional activities. Incorporating enjoya- 
ble activities into the daily or weekly schedule 
will discipline the caregiver to take needed 
breaks from caregiving responsibilities and 
thereby diminish stress. 

6. Encourage the caregiver to participate in a 
support group. Provide information on an or- 
ganization such as the Alzheimer's Disease 
and Related Disorders Association, Children 
of Aging Parents, or the referral service of the 
community AIDS task force to foster mutual 
support and provide an outlet for expressing 
feelings before frustration becomes over- 
whelming. 

7. Suggest ways for caregiver to use time effi- 
ciently; for example, the caregiver may be 
able to save time by filling out insurance forms 
while visiting and chatting with the care recipi- 
ent. Better time management may help the 
caregiver reduce stress. 

(continued) 



t Numbers following outcomes relet to interventions. 



Caregiver role strain, high risk for 




Documentation Care plan notes 

•Current stressors identified by caregiver 
•Risk factors for caregiver role strain identi- 
fied by nurse (developmental, pathophysio- 
logic, psychological, situational) 
•Caregiver's statements indicating intention to 
take action to minimize stress, such as seek- 
ing help from support services, participating in 
a caregiver support group, and scheduling 
time for recreational activities 
•Coping strategies identified by caregiver and 
nurse 

•Observations of caregiver's response to 
stressful situations 
•Referrals provided 

•Evaluations for each expected outcome. 
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Care plan notes 



Constipation 

related to gastrointestinal obstruction 



24 



Definition 



Interruption of normal bowel movements re- 



Defining characteristics 



Assessment 



• History of bowel disorder or surgery 

• Gastrointestinal status, including nausea and 
vomiting, usual bowel habits, change in bowel 
habits, laxative use, stool characteristics 
(color, amount, size, consistency), pain, in- 
spection of abdomen, auscultation of bowel 
sounds, palpation for masses and tenderness, 
percussion for tympany and dullness, upper Gl 
series, barium enema, sigmoidoscopy 

• Nutritional status, including dietary intake, 
appetite, current weight, change from normal 
weight 

• Fluid and electrolyte status, including intake 
and output, skin turgor, urine specific gravity, 
serum electrolytes 

• History of ingesting nonfood items (in psychi- 
atric patients) 



•Abdominal distention 

• Abdominal pain 

•Amount of stool less than usual 

• Clinical evidence of gastrointestinal obstruc- 
tion 

• Decreased appetite 

• Fever 

• Flatulence 

• Frequency of bowel movements less than 
usual 

• Hard, formed stools (change in stool diame- 
ter) 

•Palpable abdominal mass 
•Projectile vomiting 

• Seizures (in controlled seizure patients) 
•Straining during defecation 
•Vomiting fecal material 



Associated medical diagnoses (setec^ 

Adhesions, cancer of large bowel, diverticuli- 
tis, impaction, intussusception, mechanical in- 
testinal obstruction, mesenteric thrombosis, 
neurogenic intestinal obstruction, paralytic 
ileus, peritonitis, spinal cord injury, strangu- 
lated hernia, vascular intestinal obstruction, 
volvulus 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



1. Carefully monitor and record frequency and 
characteristics of stool to form the basis of an 
effective treatment plan. 

2. Record intake and output accurately to en- 
sure correct fluid replacement therapy. Report 
any imbalance. 

3. Auscultate bowel sounds and record every 

t Numbers following outcomes refer 10 interventions. 



4 hours. Report significant changes. Absent or 
diminished bowel sounds may indicate perito- 
neal irritation or intestinal obstruction. 

4. Record patient s weight daily to detect pos- 
sible fluid retention, food malabsorption, or in- 
creased adaptation requirements on body 
processes. 

5. Administer pain medication and antiemet- 
ics, as ordered. Monitor effectiveness to deter- 
mine need for alternative treatment, t 

6. Promote patient comfort during vomiting 
episodes by providing oral care and removing 
vomitus promptly. Carefully record amount and 
characteristics of vomitus to ensure accurate 
intake and output records. 

7. Provide oral and nasal care every 4 hours 
while gastrointestinal tube is present. Keep 
nostrils clean and moist to prevent irritation. * 

8. Prepare patient for surgery: * 

a. Give preoperative instruction for abdomi- 
nal surgery to reduce patient's anxiety 
and increase trust. 

b. Inform patient about ileostomy, colos- 
tomy, or colectomy, as indicated, to re- 
duce anxiety. 



9. Instruct patient and caregivers in the use of 
ileostomy or colostomy equipment to promote 
familiarity and establish therapeutic relation- 
ship. 

10. Have patient and caregivers demonstrate 
use of equipment to encourage feeling of 
shared responsibility. 

11. Encourage patient and family to express 
feelings and concerns about changes in body 
image to help them learn to cope. 

12. Encourage visits to patient by persons 
from ileostomy or colostomy clubs and other 
support groups, to provide patient with addi- 
tional health care resources. 

Documentation 

• Patient's expressions of concern about vom- 
iting, gastrointestinal tube, or surgery 

• Observation of characteristics of emesis and 
stool, intake and output, weight, bowel 
sounds, and condition of oral cavity 

• Patient's reaction and adaptation to ileos- 
tomy or colostomy 

• Patient's and caregivers' participation in care 
and response to instruction 

• Evaluations for each expected outcome. 

t Indicates doctor-ordered instruction. 



• Patient returns to usual bowel pattern. 
(1,2,3,4) 

• Patient maintains fluid balance; intake 
equals output. (2,4) 

• Patient displays normal bowel sounds. (3) 

• Patient expresses pain relief or comfort. (5) 

• Patient stops vomiting through use of anti- 
emetics or gastrointestinal tube. (5,6,7) 

• Patient states understanding of surgical pro- 
cedure. (8) 

• Patient or caregiver demonstrates use of ile- 
ostomy or colostomy equipment. (9,10) 

• Patient states acceptance of bowel 
diversion. (11) 

• Patient or caregiver discusses effect of 
bowel diversion on life-style. (11,12) 

Interventions and rationales 



Constipation 

related to inadequate 
intake of fluid and bulk 




Definition 



Defining characteristics 



Interruption of normal bowel movements re- • Amount of stool less than usual 



Assessment 



• History of bowel disorder or surgery 
•Gastrointestinal status, including nausea and 
vomiting, usual bowel habits, change in bowel 
habits, laxative use, stool characteristics 
(color, amount, size, consistency), pain, in- 
spection of abdomen, auscultation of bowel 
sounds, palpation for masses and tenderness, 
and percussion for tympany and dullness 

• Nutritional status, including dietary intake, 
appetite, current weight, and change from nor- 
mal weight 

• Fluid status, including fluid intake, urine out- 
put, urine specific gravity, and skin turgor 

• Knowledge, including ability and motivation 
to change current patterns, and understanding 
of relationship between intake, bulk, and con- 
stipation 



•Dehydration 
•Fever 

• Frequency less than usual pattern 

• Hard, formed stools 
•Straining during defecation 

• Verbal report of decreased intake of fluid, 
food, or bulk 



Associated medical diagnoses (setecied) 

This diagnosis may pertain to all patients un- 
dergoing periods of restricted food or fluid in- 
take and those with anorexia nervosa or 
coma. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



• Elimination pattern returns to normal. 
(1,2,3,4,5,6,7,8) 

• Patient experiences bowel movement every 
day(s). (1,4,6) 

• Patient consumes high-fiber or high-bulk 
diet, unless contraindicated. (7,8) 

• Patient maintains oral fluid intake of 2,500 ml 
daily, unless contraindicated. (2,3) 

• Patient states understanding of relationship 
of dietary intake and bulk to constipation. (7,8) 

• Patient lists foods needed to prevent recur- 
rence of problem, such as fruit, fruit juices, 
whole grain bread, and cereals. (7,8) 

Interventions and rationales 

1 . Monitor and record frequency and charac- 
teristics of stool. Careful monitoring forms the 
basis of an effective treatment plan. 

2. Record intake and output accurately to en- 
sure correct fluid replacement therapy. 

3. Unless contraindicated, encourage fluid in- 
take of 2,500 ml daily to ensure correct fluid 
replacement therapy. 

4. Place patient on bedpan or commode at 
specific time(s) daily, as close to usual evacu- 



ation time (if known) as possible, to aid adap- 
tation to routine physiologic function. 

5. Administer laxative or enema, as ordered, 
to promote elimination of solids and gases 
from Gl tract. Monitor effectiveness. * 

6. Teach patient to gently massage along the 
transverse and descending colon to stimulate 
the bowel's spastic reflex and aid stool pas- 
sage. 

7. Consult with dietitian about increasing fiber 
and bulk in diet to maximum prescribed by 
doctor. This will improve intestinal muscle tone 
and promote comfortable elimination. * 

8. Instruct patient and family in the relation- 
ship of diet, exercise, and fluid intake to con- 
stipation. Develop plan and provide for mild 
exercise periods. These measures promote 
muscle tone and circulation and discourage 
departure from prescribed diet. 

Documentation 

• Patient's expressions of concern about con- 
stipation, dietary changes, laxative use, and 
bowel pattern 

• Observations of food and fluid intake and 
stool characteristics 



• Patient's expression of understanding of rela- 
tionship between constipation and dietary in- 
take of fluid and bulk 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



I Indicates acKror-oraerea instruction. 



Constipation 

related to personal habits 




Definition 



Interruption of normal bowel movements re- 



Assessment 



• History of bowel disorder or surgery 
•Gastrointestinal status, including nausea and 
vomiting, usual bowel habits, change in bowel 
habits, stool characteristics (color, amount, 
size, consistency), pain, inspection of abdo- 
men, auscultation of bowel sounds, palpation 
for masses and tenderness, percussion for 
tympany and dullness, laxative or enema use, 
medications (iron, narcotics) 

•Nutritional status, including dietary intake, 
appetite, current weight, and change from nor- 
mal weight 

•Activity status, type and i 
and occupation (sedentary, restricted i 
to bathroom) 

• Knowledge, including understanding of need 
for regular bowel habits, ability and motivation 



to change current patterns, and understanding 
of relationship between laxative and enema 
use, activity, and constipation 

penning cnaracienstics 

•Amount of stool less than usual 

• Failure to respond to urge to defecate 

• Frequency less than usual pattern 

• Habitual or daily use of laxatives or enemas 
•Hard, formed stools 

• Interference with daily living 

• Palpable abdominal mass (impaction) 



•Straining during defecation 



Associated medical diagnoses (selected) 

Atonic colon, depression, diverticulitis, diver- 
ticulosis, fecal impaction, hemorrhoids, spastic 
or irritable colon 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 



©1993 Springhouse Corporation 



Expected outcomes 



• Elimination returns to normal. (1,2,3,4) 

• Patient moves bowels every day(s) 

without laxative or enema. (1,4,5,7) 

• Patient states understanding of causative 
factors of constipation. (6,7,8) 

• Patient gets regular exercise. (7) 

• Patient describes changes in personal habits 
to maintain normal elimination pattern. (3,6,7) 

• Patient states plans to seek help to resolve 
emotional or psychological problems. (8) 

Interventions and rationales 

1. Monitor and record frequency and charac- 
teristics of stool. Careful monitoring forms the 
basis of an effective treatment plan, 

2. Administer laxatives or enemas, as ordered, 
to promote elimination. Monitor effective- 
ness. * 

3. Provide privacy for elimination. Encourage 
establishment of daily schedule, to aid adapta- 
tion to routine physiologic function. 

4. Weigh patient weekly and record the results 
to detect fluid loss or retention, food malab- 
sorption, or increased adaptation requirement 
on body processes. 



5. Encourage intake of high-fiber foods, such 
as bananas, prunes, dates, figs, and whole 
grain cereals and breads, to supply bulk for 
normal elimination. 

6. Consult with dietitian and encourage adher- 
ence to a diet modification plan to discourage 
departure from prescribed diet. 

7. Teach patient about: 

a. effects of long-term laxative or enema 
use to avoid damaging intestinal mucosa 

b. need for diet high in fiber, bulk, and fluid 
to soften stool and stimulate intestinal 
mucosa* 

c. importance of responding to defecation 
urge to avoid pressure and discomfort in 
lower Gl tract 

d. selection of regular exercise program and 
adherence to it. 

8. Make referral to psychiatric liaison nurse, 
community agencies, or support groups, to 
provide additional health care resources to pa- 



Documentation 



• Patient's expressions of concern about 
change in diet, activity level, use of I 
or enemas, and bowel pattern 
•Observations of char 
and activity tolerance 

• Patient teaching about diet, exercise, and 
management of constipation 

• Evaluations for each expected outcome. 



Care plan notes 



t Numbers following outcomes relet lo interventions. 



t Indicates doctor-ordered instruction. 



Constipation, colonic 




Definition 



Elimination pattern characterized by hard, dry 
stool resulting from delayed passage ol food 
residue 



Assessment 



• History of neurologic or psychiatric disorder 

• History of thyroid problems 
•History of familial multiple polyposis 

• Fluid and electrolyte status, including intake 
and output, skin turgor, urine specific gravity, 
and mucous membranes 

•Age 

•Gastrointestinal status, including nausea and 
vomiting, usual bowel pattern, bowel habits 
and changes in bowel habits, stool character- 
istics (color, amount, size, consistency), pain, 
auscultation of bowel sounds, palpation for 
masses or tenderness, percussion for tym- 
pany and dullness, laxative or enema use, 
medications (including iron, narcotics), rectal 
exam 



• Nutritional status, including dietary intake, 
appetite, current weight and change from nor- 
mal, tolerance and intolerance for foods 

• Activity status, including type and duration of 
exercise, occupation (sedentary, restricted ac- 
cess to bathroom), change in activities 

• Psychosocial status, including personality, 
stressors (finances, job, marital discord), cop- 
ing mechanisms, support systems (family, sig- 
nificant other) 

• Life-style 

• Knowledge level 

Defining characteristics 

•Abdominal distention 
•Abdominal pain 

• Decreased frequency of bowel movement 
•Hard, dry stool 



• Painful defecation 



• Palpable mass 

• Rectal pressure 
•Straining during defecation 

Associated medical diagnoses (selected) 
Anxiety, cerebrovascular accident, depression, 
hypocalcemia, hypokalemia, hypothyroidism, 
ulcerative colitis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Bowel pattern returns to normal. (3,5,6,7,9) 

• Bowel movement occurs every 

day(s) without laxatives, enemas, or supposi- 
tories. (3,5,6) 

• Patient maintains oral fluid intake of 3,000 ml 
daily, unless contraindicated. (8) 

• Patient states understanding of factors caus- 
ing constipation. (1,4,8) 

• Patient exercises regularly. (2) 

• Patient states intention to seek additional re- 
sources, if necessary. (10) 

Interventions and rationales 

1. Correct dietary habits to include adequate 
fluids, fresh fruits, and whole-grain i 
and breads, which sup 
normal elimination. 

2. Encourage patient to engage in active daily 
exercise, such as brisk walking, to strengthen 
muscle tone and stimulate circulation. 

3. Encourage patient to evacuate at regular 
times, to encourage adaptation and routine 
physiologic function. 

4. Urge patient to avoid taking laxatives if pos- 
sible, or to gradually decrease their use, to 



I mucosa. 

5. Inform patient not to expect to have a bowel 
movement every day or even every other day, 
to avoid use of poor health practices to stimu- 



Documentation 



6. Establish and implement an individualized 
bowel regimen based on patient's needs. 
Knowledge of normal body functions will im- 



7. Instruct patient to avoid straining during 
elimination, to avoid tissue damage, bleeding, 
and pain. 

8. If not contraindicated. raise patient's fluid 
intake to about 3,000 ml daily to increase 
functional capacity of bowel elimination. 

9. Tell patient that abdominal massage may 
help relieve discomfort and promote defeca- 
tion. This procedure triggers bowel's spastic 
reflex. 

10. Obtain referral to a dietitian for nutritional 



• Patient's expression of concern about use of 
laxatives, enemas, or suppositories to estab- 
lish bowel pattern 

• Bowel movements 

• Patient teaching about constipation manage- 
ment 

• Evaluations for each expected outcome. 



Care plan notes 



t Numbers following oulcomes refer lo intervention.. 



Constipation, perceived 




Definition 



State in which an individual makes a self-diag- 
nosis of constipation and ensures daily bowel 
movements through use of laxatives, enemas, 
or suppositories 



Assessment 



• Family history of constipation 

• History of psychiatric disorders 

• Fluid and electrolyte status, including intake 
and output, skin turgor, urine specific gravity, 
mucous membranes 

• Marital status 

• Gastrointestinal status, including bowel hab- 
its, change in bowel habits, stool characteris- 
tics (color, amount, size, consistency), pain, 
auscultation of bowel sounds, laxative or 



enema use (time and duration), family habits 
concerning bowel movements, rectal examina- 
tion 

• Nutritional status, including dietary intake 
and appetite 

• Activity status 

• Psychosocial status, including personality, 
stressors (finances, job, marital discord, cop- 
ing mechanisms), support systems (family, 
others), life-style, knowledge level 



Defining characteristics 



• Cultural and family health beliefs 

• Daily laxative use 

• Expectation of bowel movement at same 
time every day 

•Faulty appraisal 



Associated medical diagnoses (selected) 
Anal eroticism, thought process disorders 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient decreases use of laxatives, enemas, 
or suppositories. (1,4) 

• Patient states understanding of normal bowel 
function. (1,3,4,5,7,8) 

• Patient discusses feelings about elimination 
pattern. (7,8,9,10) 

• Elimination pattern returns to normal. 
(3,5,6,7,9) 

• Patient experiences bowel movement every 

day(s) without laxatives, enemas, or 

suppositories. (3,5,6,10,11,12) 

• Patient states understanding of factors caus- 
ing constipation. (1,4,8) 

• Patient gets regular exercise. (2) 

• Patient describes changes in personal habits 
to maintain normal elimination pattern. 
(9,10,11,12) 

• Patient states intent to use appropriate re- 
sources to help resolve emotional or psycho- 
logical problems. (9) 

Interventions and rationales 

1. Correct dietary habits to include adequate 
fluids, fresh fruits and vegetables, and whole 
grain cereals and breads, which supply neces- 



sary bulk for normal elimination. 

2. Encourage patient to engage in daily exer- 
cise, such as brisk walking, to strengthen 
muscle tone and stimulate circulation. 

3. Encourage patient to evacuate at regular 
times to aid adaptation and routine physiologic 
function. 

4. Urge patient to avoid taking laxatives if pos- 
sible, or to gradually decrease their use, to 
avoid further trauma to intestinal mucosa. 

5. Inform patient not to expect a bowel move- 
ment every day or even every other day, to 
avoid use of poor health practices to stimulate 
elimination. 

6. If not contraindicated, increase patient's 
fluid intake to about 3,000 ml daily to increase 
functional capacity of bowel elimination. 

7. Explain normal bowel habits so patient can 
better understand normal and abnormal body 
functions. 

8. Reassure patient that normal bowel function 
is possible without laxatives, enemas, or sup- 
positories to give patient the necessary confi- 
dence tor compliance. 

9. Give information about self-help groups, as 
appropriate, to provide additional resources for 



patient and family. 

10. Establish and implement an individualized 
bowel regimen based on patient's needs. 

11. Instruct patient to avoid straining during 
elimination to avoid tissue damage, bleeding, 
and pain. 

12. Tell patient that abdominal massage may 
help relieve discomfort and promote defeca- 
tion because it triggers bowel's spastic reflex. 

Documentation 

• Patient's expressions of concern about 
change in diet, activity level, laxative and 
enema use, and bowel pattern 

• Observations of diet, stool characteristics, and 
activity tolerance 

• Patient teaching about diet, exercise, and 
constipation management 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer fo interventions. 



Coping, defensive 

related to perceived 
threat to positive self-regard 




Definition 



Falsely positive self-evaluation based on a 
sell-protective pattern that defends against un- 
derlying perceived threats to positive self-re- 



Assessment 



•Sex 

• Developmental i . 
•Family system, including marital status and 
sibling position 

• Reason for hospitalization 

• Past experience with illness 

• Patient's perception of health problem 

• Patient's perception of self, including self- 
worth, body image, problem-solving ability, 
and coping mechanisms 

• Mental status, including general appearance, 
affect, mood, cognitive and perceptual func- 
tioning, and behavior 

•Social interaction pattern 



• Support systems, such as family, significant 
other, and friends 

Defining characteristics 

• Defensiveness 

•Denial of obvious problems 

• Difficulty establishing or maintaining relation- 
ships 

• Difficulty in reality-testing perceptions 

• Grandiosity 

• Lack of follow-through or participation in 
treatment or therapy 

• Projection of blame or responsibility 

• Rationalization of failures 



Associated medical diagnoses (selected) 

Any illness or injury resulting in chronic pain, 
permanent disability, or disfigurement. Exam- 
ples include acquired immunodeficiency syn- 
drome, acute myocardial infarction, 
alcoholism, anxiety, cancer, drug addiction, 
end-stage disease (renal, pulmonary, or car- 
diac) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



I states reason for hospitalization. (1) 

• Patient verbally describes self, including con- 
cept, body image, successes, failures. (1) 
•Patient participates in self-care. (2,3) 

• Patient engages in decision-making about 
treatment. (4) 

• Patient accepts responsibility for own behav- 
ior. (1,3,6) 

• Patient demonstrates follow-through in deci- 
sions related to positive health care. (4,6) 

• Patient interacts with others in a socially ac- 
ceptable manner. (5,6) 

Interventions and rationales 

1. Encourage patient to evaluate self, possibly 
by making a written list of positive and nega- 
tive traits of self. This helps patient identity 



variables. 

2. Have patient perform self-care to the extent 
possible to provide a sense of control. 

3. Provide a structured daily routine to provide 



make decisions is principal component of au- 
tonomy. 

5. Arrange for interaction between patient and 
others and observe interaction pattern. Study- 
ing patient's verbal and nonverbal interactions 
with others gives clues to patient's ability to 
communicate effectively. 

6, Provide positive feedback when patient as- 
sumes responsibility for own behavior to rein- 
force effective coping behaviors. 

Documentation 

•Patient's perception of self 
•Behavioral responses 
•Social interaction patterns 

• Patient's use of defense mechanisms 

• Interventions used to facilitate effective cop- 
ing 

• Patient's responses to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 



4. Help patient make treatment-related deci- 
sions and encourage follow-through. Ability to 



t Numbers following outcomes refer lo interventions. 



Coping, family: Potential for growth 

related to self-actualization needs 




Definition 



Inability to use 
to difficult life 

Assessment 



• Family process, including normal pattern of 
interaction among family members, family's 
understanding and knowledge of patient's pre- 
sent condition, support systems available (fi- 
nancial, social, spiritual), family's past 
response to crises (coping patterns), and 
communication patterns used to express an- 
ger, affection, and confrontation 

• Patient's illness, including progression and 
severity of illness, patient's perception of 
health problem, and problem-solving tech- 
niques used by patient to cope with life prob- 
lems 



Defining characteristics 



• Family member attempts to describe impact 
of crisis on personal values, priorities, goals, 
or relationships. 

• Family member moves in direction of health- 
promoting and enriching life-style that sup- 
ports and monitors maturational processes 
and audits and negotiates treatment pro- 
grams; family member generally chooses ex- 
periences that optimize wellness. 



Associated medical diagnoses (selected) 

Any disorder that results in long-term disability 
or incapacitation of family member, such as 
amyotrophic lateral sclerosis, cystic fibrosis, 
degenerative disease, genetic defects, mental 
retardation, multiple sclerosis, muscular dys- 
trophy, myelomeningocele, terminal disease, 
and traumatic injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Family discusses impact ol patient's illness 
and feelings about it with health care profes- 
sional. (1,2,6) 

• Family participates in treatment plan. (5) 

• Family establishes a visiting routine benefi- 
cial to both patient and themselves. (3,6,7) 

• Family demonstrates care needed to main- 
tain patient's health status. (4,5,8,9) 

• Family identifies and uses available support 
systems. (2,10) 

Interventions and rationales 

1. Allow time for family to discuss impact of 
patient's illness and their feelings. Encourage 
expression of feelings to allow family to realis- 
tically adjust to patient's problems. 

2. Encourage family conferences; help family 
members identify key issues and select sup- 
port services, if needed, to develop sense ol 
shared responsibility and feelings of safety, 
adequacy, and comfort. 

3. Help patient and family establish a visiting 
routine that will not tax patient's or family's re- 
sources. Use patient's daily routine to aid in 
planning— for example, no visiting during treat- 



ments or during periods of uninterrupted 
sleep. Involving family members reassures pa- 
tient of their care and reduces family's fear 
and anxiety. 

4. Reinforce family's efforts to care for patient, 
to let them know they are doing their best and 
to ease adaptation and grieving process. 

5. Demonstrate care procedures and encour- 
age participation in treatment and planning 
decisions (such as selecting times for pulmo- 
nary toilet for patient with cystic fibrosis). 
Meeting others' needs promotes self-esteem. 

6. Provide family with clear, concise informa- 
tion about patient's condition. Be aware of 
what the family has already been told and 
help them interpret information. This informa- 
tion will help alleviate their concerns. 

7. Ensure privacy for client and family visits to 
foster open communication between them. 

8. Help family support patient's independence. 
Encourage attendance at therapy sessions 
and allow patient to demonstrate new skills 
and abilities. Independence helps patient 
reach maximum functional level. 

9. Provide emotional support to family by 
being available to answer questions. Attentive 



listening conveys empathy, recognition, and 
respect for a person. 

10. Inform family of community resources and 
support groups available to assist in managing 
patient's illness and providing emotional or fi- 
nancial support to the caretakers, such as 
Easter Seals Association, Visiting Nurse Asso- 
ciation, Meals on Wheels. Community re- 
sources may help patient develop potential, 
independence, and self-reliance. 

Documentation 

•Family's response to illness 

• Family's current understanding of patient's 
illness 

•Observations about family's interaction with 
patient and acceptance of current situation 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Coping, ineffective family: Compromised 

related to inadequate or incorrect 
information held by primary caregiver 



31 



Definition 



Behavior of family member or others that 
compromises t 
ties to adapt 



Assessment 



• Family status, including normal pattern of in- 
teraction among family members, family's un- 
derstanding and knowledge of | 
present condition, sup. 
(financial, social, spiritual), family's r 
to past crises, and communication patterns 
used to express anger, affection, confronta- 
tion, conflict 

•Patient's illness, including progression and 
severity of illness, patient's perception of 
health problem, and problem-solving tech- 
niques used by patient to cope with life prob- 
lems 



Defining characteristics Associated medical diagnoses w) 

• Patient expresses or confirms concern about Any disorder that results in long-term disability 
familys response to current health problem or incapacitation, such as degenerative and 



• Family member describes or confirms an in- 
adequate understanding or knowledge base 
that interferes with effective assistive or sup- 
portive behaviors 

•Family member displays protective behavior 
disproportionate to patient's abilities or need 
for autonomy 



terminal disorders and traumatic injuries 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Family discusses impact of patient's illness 
and feelings about it with health care profes- 
sional. (2,5) 

• Family designates a spokesperson to receive 
information regarding the patient's illness. (1) 

• Family establishes a visiting routine benefi- 
cial to both patient and family. (3,4,5,6) 

• Family states understanding of patient's 
health status. (7,8) 

• Family identifies and uses available support 
systems. (2,4) 

Interventions and rationales 

1. Identify the spokesperson for the family to 
avoid creating communication conflicts within 
family. 

2. Facilitate family conferences; help family 
members identify key issues and select sup- 
port services, if needed. Involving patient and 
family in care planning promotes open com- 
munication throughout the illness. 

3. Help patient and family establish a visiting 
routine that will not tax their resources. Each 
family member may take a day or period of 
time, if desired. Use patient's daily routine to 



aid in planning; for example, no visiting during 
treatments or periods of uninterrupted sleep. 
This enhances family's sense of contributing 
to patient's overall care. 

4. Encourage family to contact a community 
agency for continued support, if necessary. 
This is an effective health-related coping skill. 

5. Provide family with clear, concise informa- 
tion about patient's condition. Be aware of 
what family has already been told and help 
them interpret information. This ensures clear, 
uncluttered communication between patient, 
family, and caregivers. 

6. Ensure privacy for patient and family visits. 
This demonstrates respect and fosters open 
communication between family members. 

7. Help family support the patient's indepen- 
dence. Encourage attendance at therapy ses- 
sions and allow patient to demonstrate new 
skills and abilities to help family members 
learn how they can help promote patient 's in- 
dependence and self-care. 

8. Provide emotional support to family by 
being available to answer questions. This 
demonstrates your willingness to help family 
seek health-related information. 



Documentation 

•Family's response to illness 

•Family's current understanding of patient's 

illness 

•Observations about family's interaction with 
patient and acceptance of current situation 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Coping, ineffective family: Disabling 

related to unresolved emotional conflict 
between patient and family members 




Definition 



Behavior of family members that undermines 



Assessment 



•Patient's illness, including its course, sever- 
ity, and effect on family members 
•Patient's health care resources, including 
hospital, community resources, health care 
providers such as therapists, case manager 
•Demands on family imposed by the patient's 
condition 

•Family status, including involvement with pa- 
tient, quality of relationships, communication 
patterns, coping strategies, family's under- 
standing of patient's illness, feelings about pa- 
tient's illness, willingness of family members to 
commit time to patient care, family's ability to 
provide care 



Defining characteristics 



• Family members are intolerant of the pa- 
tient's physical ailments or psychological 



•Family members disregard patient's basic 
human needs 

•Family members exhibit distorted percep- 
tions of the patient's health problem, including 
extreme denial about its existence or severity 
•Family members refuse to participate in care 
of the patient 

• Patient develops helpless, dependent atti- 
tude and experiences corresponding decrease 
in activity level 



agitation, depression, aggression, rejection, 
and hostility 
•Patient reports poor 
members 



Associated medical diagnoses (selected) 



in 

or incapacitation, such as degenerative and 
terminal disorders and traumatic injuries 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes j 

•To the extent possible, family members par- 
ticipate in aspects of patient's care without ev- 
idence of increased conflict. (1,2) 

• Patient expresses confidence in his ability to 
make decisions, despite pressure from family 
members. (3) 

•Patient contacts appropriate sources of sup- 
port outside the family. (4) 

• Patient takes steps to ensure that care 
needs are met despite family's short- 
comings. (5) 

• Patient expresses greater understanding of the 
emotional limitations of family members. (6) 

Interventions and rationales 

1. Assess the effects of the patient's disease 
on family functioning to plan interventions. To 
the extent possible, encourage family mem- 
bers to participate in patient care. Family 
members should have an opportunity to over- 
come dysfunctional behavior. 

2. Maintain objectivity when dealing with fam- 
ily conflicts. Do not become embroiled in the 
dynamics of a dysfunctional family to uphold 
your ability to intervene effectively. 

t Numbers following outcomes refer lo interventions. 



3. If the patient and family members appear 
incapable of taking steps to heal their relation- 
ships, focus on being a patient advocate. Re- 
affirm the patient s right to make his own 
decisions without interference from family 
members. Provide necessary information to 
the patient to facilitate decision-making. Dys- 
functional family coping patterns evolve over 
many years, and are unlikely to change just 
because the patient has a serious illness. Ac- 
cepting your limitations when working with 
family members will help you to avoid burnout 
and better meet the patient's needs. 

4. Encourage the patient to seek the emo- 
tional support his family is unable to provide 
through participating in a support group. Help 
the patient select the support group that is 
best suited to his personal needs and outlook. 
Consider recommending Co-Dependents 
Anonymous, a group for individuals who have 
difficulty maintaining healthy relationships as a 
result of being raised in a dysfunctional family. 
Participation in a support group may provide 
an opportunity to form meaningful relation- 
ships. 

5. Refer the patient to a home health agency, 



homemaker service, Meals On Wheels, or 
other appropriate outside agencies for assis- 
tance and folbw-up. Use of various commu- 
nity services may help to make up for 
shortcomings in the family's ability to provide 
care. 

6. Listen openly to the patient's expressions of 
pain over unresolved conflicts with family 
members. The patient may have to grieve over 
the fact that he will never have an "ideal" fam- 
ily, capable of fully meeting his emotional 
needs. Therapeutic listening helps the patient 
to understand himself and his family better 
and to understand how conflicts from the past 
affect his behavior. 

Documentation 

• Family's response to patient's illness 
•Observations of patient's interactions with 
family members 

•Referrals made to support groups and com- 
munity services 

• Patient's expressions of grief, anger, disap- 
pointment over unresolved conflicts with family 
members 

• Evaluations for each expected outcome. 



Coping, ineffective individual 

related to situational crisis 




Definition 



Inability to use adaptive 



a loved one, or job 
Assessment 



•Coping behaviors 

• Degree of physical and emotional impair- 
ment 

•Diversional activities 
•Financial resources 
•Occupation 

• Patient's perception of present health prob- 
lem or crisis 

• Problem-solving techniques usually em- 
ployed to cope with life problems 

• Support systems, including family, compan- 
ion, friends, and clergy 



Kenning cnaraciensiics 



• Change in usual communication patterns 
•Chronic fatigue 

•Chronic worry 

• Evidence or verification of situational crisis 

• Excessive drinking 

• Inability to meet role expectations, meet ba- 
sic needs, or solve problems 

• Inappropriate use of defense mechanisms 

• Insomnia 
•Irritability 
•Irritable bowel 
•Muscular tension 
•Overeating or lack of appetite 
•Verbal manipulation 

• Verbal expression of inability to cope or ask 
for help 



Associated medical diagnoses (selected) 

Acute myocardial infarction, alcoholism, bipo- 
lar disease (mania and depression), cancer, 
depression, drug addiction or overdose, drug 
withdrawal, end-stage disease (renal, pulmo- 
nary, or cardiac), self-inflicted injuries, trauma 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient communicates feelings about the 
present situation. (1,2,3) 

• Patient becomes involved in planning own 
care. (6,7,8) 

• Patient expresses feeling of having greater 
control over present situation. (4,5,6,7,8,12) 

• Patient uses available support systems, such 
as family and friends, to aid in coping. (9) 

• Patient identifies at least two coping behav- 
iors. (10,11) 

• Patient demonstrates ability to use two 
healthful coping behaviors. (12,13) 

Interventions and rationales 

1. If possible, assign a primary nurse to pa- 
tient to provide continuity of care and promote 
development of therapeutic relationship. 

2. Arrange to spend uninterrupted periods of 
time with patient. Encourage expression of 
feelings and accept what patient says. Try to 
identify factors that cause or exacerbate pa- 
tient's inability to cope, such as fear of loss of 
health or job Devoting time for listening helps 
patient express emotions, grasp situation, and 
cope effectively. 



3. Identify and reduce unnecessary stimuli in 
environment to avoid subjecting patient to 
sensory or perceptual overload. 

4. Initially, allow patient to depend partly on 
you for self-care. Patient may regress to a 
lower developmental level during initial crisis 
phase. 

5. Explain all treatments and procedures and 
answer patient's questions to allay fear and al- 
low patient to regain sense of control. 

6. Encourage patient to make decisions about 
care to increase sense of self-worth and mas- 
tery over current situation. 

7. Have patient increase self-care perfor- 
mance levels gradually, which allows progress 
at patient's own pace. 

8. Praise patient for making decisions and 
performing activities to reinforce coping be- 
haviors. 

9. Encourage patient to use support systems 
to assist with coping, thereby helping restore 
psychological equilibrium and prevent crisis. 

10. Help patient look at current situation and 
evaluate various coping behaviors to encour- 
age a realistic view of crisis. 

11. Encourage patient to try coping behaviors. 



A patient in crisis tends to accept interven- 
tions and develop new coping behaviors more 
easily than at other times. 

12. Request feedback from patient about be- 
haviors that seem to work to encourage pa- 
tient to evaluate the effect of these behaviors. 

13. Refer patient for professional psychologi- 
cal counseling. If patient's maladaptive behav- 
ior has high crisis potential, formal counseling 
helps ease nurse's frustration, increases ob- 
jectivity, and fosters collaborative approach to 
patient's care. 

Documentation 

• Patient's perception of present situation and 
what it means 

• Patient's verbal expression of feelings indi- 
cating comfort or discomfort 

• Observations of patient's behaviors 

• Interventions to help patient cope 

• Patient's responses to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Decisional conflict I 

related to initiating or withholding life-sustaining treatment 34 



Definition 



State of moral uncertainty about initiating, 
continuing, or withholding life support in a ter- 



Assessment 



• Patient's age 

•Patient's health status, including sensation, 
reflexes, peripheral circulation, sight, hearing, 
body temperature, consciousness, likelihood 
of survival, likelihood of permanent brain dam- 
age, need for life-sustaining or life-saving in- 
tervention (cardiopulmonary resuscitation, 
mechanical breathing, artificial nutrition and 
hydration, major surgery, dialysis, chemother- 
apy, invasive diagnostic tests, transfusions, 
antibiotics, analgesics) 
•Spiritual values, including the patient's and 
family's religious affiliation, beliefs about sanc- 
tity of life, requests for consultation with minis- 
ter, priest, or rabbi 

•Sociocultural factors, including the patient's 



and family's educational levels, socioeconomic 
status, ethnic identity 

• Family status, including level of functioning 
(cognitive, emotional, behavioral), coping 
mechanisms, past experience with decision 
making, available support systems 

• Patient's expressed wishes regarding life- 
sustaining treatment, including existence of 
living will or durable power of attorney, other 
advance directives, verbal or written requests 
to stop resuscitation efforts 

Defining characteristics 

• Patient is comatose or in a persistent vege- 
tative state with little or no likelihood of recov- 
ery 

• Patient is in terminal stage of illness 

• Patient has lost the ability to communicate 
his desires about medical care 

• Family members report severe emotional 
distress over whether to initiate, continue, or 
withhold life-sustaining treatment for patient 



•Family members express doubt in personal 
values and beliefs while attempting to reach a 
decision 

Associated medical diagnoses (selected) 

This nursing diagnosis is associated with 
coma, persistent vegetative states, or terminal 
stage of illness where the patient has no likeli- 
hood of survival or little hope of regaining 
awareness and higher mental functions 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Family members express feelings about de- 
cision confronting them. (1,2) 

• Family members express conflict between 
personal beliefs and the option of withdrawing 
life-sustaining treatment. (1,2,6,7) 

• Family members express understanding of 
treatment options. (3,4) 

• Family members express understanding of 
the purpose of the patient's living will or other 
advance directive. (5) 

•Family members accept assistance from 
clergy and other supportive persons. (8) 

Interventions and rationales 

1. Provide a quiet environment to meet with 
family members to discuss patient's condition 
and treatment options. Do not rush them. 
Keep all communication factual and direct. Ex- 
press medical information in clear, simple lan- 
guage. Effective communication is essential 
when helping families to decide whether to ini- 
tiate or withhold treatment. 

2. Acknowledge family members' values and 
beliefs; be open to all expression of ethical, 
moral, and religious conflict. You must be 



open to values and beliefs different from your 
own to provide effective guidance for family 
members. 

3. Help family members identify full range of 
options regarding medical treatment and the 
possible consequences to encourage thought- 
ful consideration of treatment options. 

4. If appropriate, explain to family members 
that limiting treatment doesn't mean abandon- 
ing the patient. The patient will still receive 
care to preserve comfort, hygiene, and dignity 
as well as adequate pain control. Family mem- 
bers may find it easier to come to terms with 
their decision to limit treatment if assured that 
the patient is not being abandoned. 

5. If the patient has signed an advance direc- 
tive, such as a living will, explain the signifi- 
cance of this document to family members. If 
family members dispute the advance directive, 
follow institutional procedure for addressing 
such a conflict. If appropriate, refer the case 
to an ethics committee. In many cases, the 
nurse is the first to recognize conflicts be- 
tween family members over a living will. 

6. If the patient is terminally ill, help family 
members begin the task of mourning so that 



they will be able to cope with the eventual 
loss. 

7. Be alert for expressions of guilt over deci- 
sion to withhold or initiate treatment. Explain 
that no easy answers exist and that family 
members can only do what they believe is 
right. Providing support after decision-making 
will help family members resolve feelings of 
guilt, anger, and depression. 

8. Refer family members to support group or 
clergyperson as appropriate to help them find 
continued support for accepting their decision. 

Documentation 

•Assessment of family's value system 
•Family members' requests for consultation 
with spiritual support person 
•Family members' expressions of moral, reli- 
gious, and emotional conflict 

• Presence of living will or other advance di- 
rective 

• Interventions to assist family members with 
decision-making process 

•Family's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Decisional conflict 

to perceived threat to value system 




Definition 



State of uncertainty about health-related 
course of action when choice involves risk, 
loss, or challenge to personal life values 



Assessment 



• Perception of situation representing conflict 
•Age 

•Sex 

• Developmental state 

• Marital status 

• Family system (nuclear, extended role, sib- 
ling position) 

• Sociocultural factors, including educational 
level, occupation, socioeconomic status, eth- 
nic group, sexual preference 

• Level of functioning (cognitive, emotional, 
behavioral) 

• Coping mechanisms 

• Past experience with decision making 



Defining characteristics 



• Delayed decision making 

• Physical signs of distress or tension 

• Questioning personal values and beliefs 
while attempting to make a decision 

• Vacillation between alternative choices 

• Verbal report of distress related to uncer- 
tainty about choices 

• Verbal report of undesired i 
alternative actions being considered 



Associated medical diagnoses (select 

This nursing diagnosis can occur in any hospi- 
talized patient confronted with choices related 
to life-sustaining or life-saving measures. Ex- 
amples include any illness requiring patient's 
choice between palliative comfort measures, 
discontinuation of life-support, or cardiopulmo- 
nary resuscitation; cancers requiring radiation 
or chemotherapy; conditions requiring amputa- 
tion of an extremity; end-stage cardiac dis- 
ease requiring artificial or human heart 
transplant; end-stage renal disease requiring 
chronic hemodialysis or kidney transplant 



Turn card over to lind EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient states feelings about current situa- 
tion. (1,2) 

• Patient discusses concerns about potential 
conflict between value system and treatment 
options. (1,2) 

• Patient identifies desirable and undesirable 
consequences of available options. (3) 

• Patient makes minor decisions related to 
daily activities. (4) 

• Patient accepts assistance from family, 
friends, clergy, and other supportive persons. 
(5,7) 

• Patient reports feeling comfortable about 
ability to make an appropriate, rational choice 
congruent with personal values. (6) 

Interventions and rationales 

1. Visit patient frequently, taking a nonjudg- 
mental approach to encourage expression of 
feelings. This demonstrates acceptance of pa- 
tient as person of worth regardless of culture, 
beliefs or value system. 

2. Acknowledge patient's values and beliefs; 
be willing to listen to patient's concerns re- 
garding current dilemma. Nurse must lay aside 



own values to enter patient's world without 
pf&judiCB. 

3. Help patient identify available options and 
their possible consequences. 77ms encourages 
thoughtful consideration of consequences of 
each choice and relies on patient's cognitive 
abilities. 

4. Help patient make decisions about daily ac- 
tivities. Ability to make decisions is principal 
component of autonomy. 

5. Encourage visits with family, significant oth- 
ers, clergy; provide privacy during visits. If 
emotional support system is less available, 
event will be more hazardous. 

6. Demonstrate respect for patient's right to 
choose based on values, religious beliefs, cul- 
tural norms, or sexual preference. Respect is 
demonstrated by nurse's unconditionally posi- 
tive regard for patient's value system. 

7. Encourage patient's continued use of reli- 
gious practices or rituals while in the hospital; 
provide assistance when possible. This dem- 
onstrates acceptance, caring and support. 



Documentation 

• Assessment factors related to patient's value 
system 

• Patient's feelings and concerns about cur- 
rent situation 

•Cognitive, emotional, and behavioral levels 
of functioning 

• Interventions to assist patient with conflict 
resolution 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Denial 

related to fear or anxiety 



36 



Definition 



Conscious or unconscious attempt to disavow 
the knowledge or meaning of an event to re- 
duce anxiety or fear to the detriment of health 



Assessment 



• Perception of present health state, including 
awareness of diagnosis, perception of per- 
sonal relevance or impact on life pattern, and 
description of symptoms 

• Degree of physical and emotional functional 
impairment 

• Mental status, including general appearance, 
affect, mood, memory, orientation, communi- 
cation, thinking process, perception, abstract 
thinking, judgment, and insight 

• Coping behaviors 

• Problem-solving strategies 

• Support systems, including family or signifi- 
cant other, friends, clergy, and financial re- 
sources 



•Belief system, including values, norms, and 
religion 

•Self-concept, including self-esteem and body 
image 

Defining characteristics 

•Cannot admit impact of disease on life 
pattern 

• Delays seeking or refuses medical attention 
to detriment of health 

• Displaces fear of condition's impact 

• Displaces sources of symptoms to other 
organs 

• Displays inappropriate affect 

• Does not admit fear of death or invalidism 

• Does not perceive personal relevance of 
symptoms or danger 

•Minimizes symptoms 

•Uses self-treatment to relieve symptoms 



Associated medical diagnoses i 

Acquired immunodeficiency syndrome, acute 
myocardial infarction, alcoholism, anxiety, bi- 
polar disease (manic or depressive phase), 
cancer, depression, end-stage disease (renal, 
pulmonary, or cardiac), self-destructive behav- 
iors (anorexia nervosa, bulimia, drug addic- 
tion) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient describes knowledge and perception 
of present health problem. (1,2,3,4) 

• Patient describes life pattern and reports 
any recent changes. (1,2,4) 

• Patient expresses knowledge of stages of 
grief. (5) 

• Patient demonstrates behavior associated 
with grief process. (2,5,7) 

• Patient discusses present health problem 
with physician, nurses, and family or signifi- 
cant other. (6) 

• Patient indicates by conversation or behavior 
an increase in reality-testing. (7) 

Interventions and rationales 

1. Provide for a specific amount of uninter- 
rupted non-care-related time with patient each 
day. This allows patient to ventilate knowl- 
edge, feelings, and concerns. 

2. Encourage patient to express feelings re- 
lated to present problem, its severity, and its 
potential impact on life pattern. This helps pa- 
tient express doubts and resolve concerns. 

3. Maintain frequent communication with doc- 
tor to assess what patient has been told about 



illness. This fosters consistent, collaborative Care plan notes 
approach to patient's care. 

4. Listen to patient with nonjudgmental accep- 
tance, to demonstrate positive regard for pa- 
tient as person worthy of respect. 

5. Help patient learn the stages of anticipatory 
grieving, to increase understanding and ability 
to cope. 

6. Encourage patient to communicate with 
others, asking questions and clarifying con- 
cerns based on readiness. Patient fixated in 
denial may isolate and withdraw from others. 

7. Visit more frequently as patient begins to 
accept reality; alleviate fears when necessary. 
This helps reduce patient's fear of being alone 
and fosters accurate reality testing. 

Documentation 

• Patient's perception of health problem 

• Mental status (baseline and ongoing) 

• Patient's knowledge of grief process 

• Patient's behavioral responses 

• Interventions implemented to assist patient 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to imervertions. 



Diarrhea 

related to malabsorption, 
inflammation, or irritation of bowel 




Definition 



Interruption of normal elimination pattern char- 
acterized by frequent, loose stools 



Assessment 



• History of bowel disorder or surgery 

• Gastrointestinal status, including nausea and 
vomiting, usual bowel habits, change in bowel 
habits, stool characteristics (color, amount, 
size, consistency), pain, inspection of abdo- 
men, auscultation of bowel sounds, palpation 
for masses and tenderness, percussion for 
tympany and dullness, laxative and enema 
use, medications (especially antibiotics), stool 
culture, upper Gl series, barium enema 

• Nutritional status, including dietary intake, 
change from normal diet, appetite, current 
weight, change from normal weight, and food 
irritants and contaminants 

• Fluid and electrolyte status, including intake 
and output, urine specific gravity, skin turgor, 
mucous membranes, serum potassium and 



sodium, and blood urea nitrogen 

• Psychosocial status, including personality, 
stressors (finances, job. marital discord, dis- 
ease process), coping mechanisms, support 
systems, life-style, and recent travel 

Defining characteristics 

• Abdominal pain and cramping 

• Clinical evidence of malabsorption, inflam- 
mation, or irritation of bowel 

• Hyperactive bowel sounds 

• Increased frequency of stool 

• Loose, liquid stools; possibly bloody, mucoid, 
fatty, or bulky 

• Stool color ch 

• Urgency 



Associated medical diagnoses (selected) 

Amebiasis, Campylobacter dysentery, Crohn's 
disease, diverticulitis, drug-induced diarrhea, 
irritable bowel syndrome, ischemic colitis, lac- 
tase deficiency, pseudomembranous colitis, 
salmonellosis, shigella, trichinosis, typhoid fe- 
ver, ulcerative colitis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient controls diarrhea with medication. 
(1,2,3,4) 

• Elimination pattern returns to normal. (1,4,6) 

• Patient regains and maintains fluid and elec- 
trolyte balance. (3,4,5) 

•Skin remains intact. (5,7) 

• Patient discusses causative factors, preventive 
measures, and changed body image.(7,12) 

• Patient practices stress-reduction techniques 
daily. (8) 

• Patient demonstrates skill in using ostomy 
devices. (9,10,11) 

• Patient seeks out persons with similar condi- 
tions or joins a support group. (13) 

Interventions and rationales 

1. Monitor frequency and characteristics of 
stool; auscultate bowel sounds and record re- 
sults at least every shift to monitor treatment 
effectiveness. 

2. Tell patient to notify staff of each episode of 
diarrhea to promote comfort and maintain 
communication. 

3. Give antidiarrheal medications, as ordered, 
to improve bodily function, promote comfort, 



and balance body fluids, salts, and acid-base 
levels. Monitor and report efficacy. * 

4. Monitor and record patient's intake and out- 
put, including number of stools. Report imbal- 
ances. Monitoring ensures correct fluid 
replacement therapy. 

5. Check skin daily to detect and prevent 
breakdown. Report decreased skin turgor or 
excoriation of perianal area. 

6. Weigh patient daily until diarrhea is con- 
trolled to detect fluid loss or retention. 

7. Teach patient about: 

a. causative and preventive factors to pro- 
mote understanding of problem. 

b. how to cleanse perianal area, including 
use of powders and lotions, to promote 
comfort and skin integrity. 

c. dietary restriction to control diarrhea, 
such as a lactose-free diet, which re- 
duces residual waste and decreases in- 
testinal irritation and spasms. 

8. Teach stress-reduction techniques and help 
the patient perform them daily by providing 
time, privacy, and needed equipment. This 
temporarily relieves emotional distress. 

9. Prepare patient for surgery and provide pre- 



operative instruction for abdominal surgery to 
reassure patient and maintain trust. Provide 
information about ileostomy or colostomy, if in- 
dicated, to help patient understand procedure 
and avoid threat to health equilibrium. 

10. Demonstrate use of ostomy equipment to 
encourage understanding and compliance. 

11. Provide support and assistance while pa- 
tient develops skill in caring for stoma, to im- 
prove understanding and reduce anxiety. 

12. Encourage expression of feelings and con- 
cerns about impact of changed body image to 
allow patient to pinpoint specific fears and pro- 
mote sell-knowledge and growth. 

13. Encourage use of support groups, such as 
ileostomy clubs, to provide patient with addi- 
tional support and health care resources. 

Documentation 

• Patient's expressions of concern about diar- 
rhea, causative factors, surgery, and adapta- 
tion to changes in body image 

• Observations of effects of medications, in- 
take and output, weight, stool characteristics, 
skin condition, and stoma appearance 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Diarrhea 

related to stress and anxiety 




Definition 



re- 



sulting in frequent, 
Assessment 



• History of bowel disorder or surgery 

• Gastrointestinal status, including nausea and 
vomiting, usual bowel habits, change in bowel 
habits, stool characteristics (color, amount, 
size, consistency), pain and discomfort, in- 
spection of abdomen, auscultation of bowel 
sounds, palpation for masses and tenderness, 
percussion for tympany and dullness 

• Nutritional status, including dietary intake, 
change from normal diet, appetite, current 
weight, change from normal weight 

• Fluid and electrolyte status, including intake 
and output, urine specific gravity, skin turgor, 
mucous membranes, serum K*, serum Na~, 
and blood urea nitrogen 



I status, including personality, 
stressors (finances, job, marital discord), cop- 
ing mechanisms, support systems (family, sig- 
nificant other, life-style) 

Defining characteristics 

•Abdominal pain and cramping 

• Changes in stool color 

• Increased frequency of stool 

• Loose, liquid stools 

• Urgency 

• Verbal expression of stress or anxiety 



Associated medical diagnoses (select^ 

Anxiety, irritable bowel syndrome (spastic co- 
lon, ulcerative colitis, mucous colitis) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Diarrheal episodes decline or disappear. (2) 

• Usual bowel pattern resumes. (1,2,3) 

• Patient regains and maintains fluid and elec- 
trolyte balance. (3) 

• Patient keeps skin clean and free of irritation 
or ulcerations. (4) 

• Patient explains causative factors and pre- 
ventive measures. (5,6,7,8,9) 

• Patient discusses relationship of stress and 
anxiety to episodes of diarrhea. (5,6,7,8,9) 

• Patient states plans to utilize stress-reduc- 
tion techniques (specify). (8,9) 

• Patient demonstrates ability to use at least 
one stress-reduction technique. (7,8,9) 

Interventions and rationales 

1. Monitor and record frequency and charac- 
teristics of stool to monitor treatment effective- 
ness. Instruct patient to record diarrheal 
episodes and report them to staff to promote 
comfort and maintain effective patient-staff 
communication. 

2. Administer antidiarrheal medications, as or- 
dered, to improve bodily function, promote 
comfort, and balance body fluids, salts, and 



acid-base levels. Monitor and report medica- 
tions' effectiveness. * 

3. Provide replacement fluids and electrolytes, 
as prescribed. Maintain accurate records to 
ensure balanced fluid intake and output. * 

4. Monitor perianal skin for irritation and ulcer- 
ation; treat according to established protocol 
to promote comfort, skin integrity, and free- 
dom from infection. 

5. Identify stressors and help patient solve 
problems to provide more realistic approach to 

C3f6. 

6. Encourage patient to ventilate stresses and 
anxiety; release of pent-up emotions can tem- 
porarily relieve emotional distress. 

7. Teach patient to: 

a. use relaxation techniques to reduce mus- 
cle tension and nervousness. 

b. recognize and reduce intake of diarrhea- 
producing foods or substances (such as 
dairy products, fruit), thus reducing resid- 
ual waste matter and decreasing intes- 
tinal irritation. 

8. Spend at least 10 minutes with patient 
twice daily to discuss stress-reducing tech- 



niques; this can help patient pinpoint specific 
fears. 

9. Encourage and assist patient to practice re- 
laxation techniques to reduce tension and pro- 
mote self-knowledge and growth. 

Documentation 

• Patient's expressions of concern and ability 
to manage diarrhea produced by stress and 
anxiety 

• Observations of effects of relaxation and 
stress-reduction techniques and dietary man- 
agement on diarrhea 

•Patient's responses and skill level in carrying 
out stress-reduction techniques and dietary 
changes 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes relet to interventions. 



t Indicates doctor-ordered instruction. 



Disuse syndrome, high risk for 

related to prolonged inactivity 




Definition 



State of being at risk for deterioration of body 
systems as a result of prescribed or unavoid- 
able inactivity 



Assessment 



•Condition leading to prolonged inactivity or 

immobility 

•Age 

•Neurologic status, including mental status, 
level of consciousness, sensory and motor 
ability 

•Cardiovascular status, including blood pres- 
sure, heart rate, temperature, peripheral 
pulses, capillary refill, clotting profile, skin 
temperature and color, presence of edema, 
chest pain or discomfort 
• Respiratory status, including rate and 
rhythm, depth of inspiration, chest symmetry, 
use of accessory muscles, cough and spu- 
tum, percussion of lung fields, auscultation of 



breath sounds, chest pain or discomfort, 
arterial blood gases 

•Gastrointestinal status, including inspection 
of abdomen, auscultation of bowel sounds, 
palpation for tenderness and masses, percus- 
sion for areas of dullness, usual bowel habits, 
change in bowel habits, laxative use, pain or 
discomfort, characteristics of stool (color, size, 
amount, consistency) 

•Nutritional status, including dietary intake, 
appetite, current weight, change from normal 
weight 

• Fluid status, including intake and output, 
urine specific gravity, mucous membranes, 
serum electrolytes, blood urea nitrogen, creat- 
inine 

•Genitourinary status, including voiding pat- 
tern, characteristics of urine (color, odor, sedi- 
ment, amount), history of urinary problems or 
infections, palpation of bladder, pain or dis- 
comfort, use of urinary assistive device, uri- 
nalysis and urine cultures 



• Musculoskeletal status, including range of 
motion; muscle size, strength, and tone; coor- 
dination; and functional mobility scale: 

0 = completely independent 

1 = requires use of equipment or device 

2 = requires help, supervision, or teaching 

from another person 

3 = requires help from another person 

and equipment or device 

4 = dependent; does not participate in 

activity 

•Integumentary status, including color, tex- 
ture, turgor, temperature, elasticity, sensation, 
moisture, hygiene, lesions 
•Psychosocial factors, including family sup- 
port, coping style, current understanding of 
prescribed inactivity, willingness to cooperate 
with treatment, mood, behavior, motivation, 
and stressors (inactivity, finances, job, marital 
discord) 
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Risk factors 

• Level of consciousness altered 
•Mechanical immobilization 

• Paralysis 

•Prescribed immobilization 
•Severe pain 

Associated medical diagnoses (selected) 

This diagnosis may occur in any patient sub- 
ject to prescribed or unavoidable inactivity. 
Examples include cerebrovascular accident, 
fractures (with traction or cast), neuromuscu- 
lar disorders, peripheral vascular disease, 
rheumatoid arthritis, severe head injury, spinal 
cord injury, terminal cancer 

Expected outcomes t 

• Patient displays no evidence of altered men- 
tal, sensory, or motor ability. (1,2) 

• Patient has no evidence of thrombus forma- 
tion, venous stasis, or altered cardiovascular 
function. (2,5,6,10,17) 

• Patient shows no evidence of decreased 
chest movement, cough stimulus, or depth of 
ventilation; also shows no pooling of secre- 



tions or signs and symptoms of infection. 
(2,8,10,11) 

•Patient has no evidence of constipation and 
maintains bowel patterns. (12,13) 
•Patient maintains adequate dietary intake, 
hydration, and weight. (9,14) 

• Patient shows no evidence of urine retention, 
infection, or renal calculi. (9,12,15) 

• Patient maintains muscle strength and tone; 
also joint range of motion; shows no evidence 
of contractures. (17) 

• Patient shows no evidence of skin break- 
down. (3) 

• Patient maintains normal neurologic, cardio- 
vascular, respiratory, gastrointestinal, nutri- 
tional, genitourinary, musculoskeletal, and 
integumentary functioning during period of 
inactivity. (1-18) 

•Patient states feelings about prescribed or 
unavoidable inactivity. (19) 

Interventions and rationales 

1. Provide frequent contact with staff, diver- 
sionary materials (magazines, radio, TV), and 
orienting mechanisms (clock, calendar). Real- 



ity orientation fosters patient awareness of en- 
vironment. 

2. Avoid positions that put prolonged pressure 
on body parts and compress blood vessels. 
Patient should change positions at least every 
2 hours within prescribed limits. These mea- 
sures enhance circulation and avoid tissue or 
skin breakdown. 

3. Inspect skin every shift and protect areas 
subject to irritation. Follow hospital policy for 
pressure ulcers to prevent or mitigate skin 
breakdown. 

4. Use pressure-reducing or -equalizing equip- 
ment as indicated or ordered (flotation pad, air 
pressure mattress, sheepskin pads, special 
bed). This helps prevent skin breakdown by 
relieving pressure. * 

5. Apply elastic stockings; remove for 1 hour 
every 8 hours. Stockings promote venous re- 
turn to heart, prevent venous stasis, and de- 
crease or prevent swelling of lower 
extremities. * 

6. Monitor clotting profile. Administer and 
monitor anticoagulant therapy, if ordered, and 
monitor for signs and symptoms of bleeding 

(continued) 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Disuse syndrome, high risk for 

related to prolonged inactivity 




Interventions and rationales (continued) 

because anticoagulant therapy may cause 
hemorrhage. * 

7. Monitor temperature, blood pressure, pulse, 
and respirations at least every 4 hours to as- 
sess for signs and symptoms of infection or 
other complications. 

8. Teach and monitor deep-breathing, cough- 
ing, and use of incentive spirometer. Maintain 
regimen every 2 hours. These measures help 
clear airways, expand lungs, and prevent re- 
spiratory complications. 

9. Encourage fluid intake of 2,500 to 3,500 ml 
daily, unless contraindicated, to maintain uri- 
nary output and aid bowel elimination. Weigh 
daily and monitor hydration status (serum 
electrolytes, blood urea nitrogen, creatinine, 
and intake and output every 8 hours). 

10. Monitor breath sounds, respiratory rate, 
rhythm, and depth at least every 4 hours to 
rule out respiratory complications. Monitor 
arterial blood gases, if indicated, to < 

J Indicates doctor-ordered instruction. 



oxygenation, ventilation, and metabolic status. 

11. Suction airway as needed and ordered to 
clear the airway and stimulate cough reflex; 
note secretion characteristics. 

12. Establish baseline to compare elimination 
patterns and habits. Elevate head of bed and 
provide privacy to allow comfortable elimina- 
tion. 

13. Instruct patient to avoid straining during 
bowel movements; administer stool softeners, 
suppositories, or laxatives as ordered and 
monitor effectiveness. Straining at stool may 
be hazardous in patients with cardiovascular 



14. Provide small, frequent meals of favorite 
foods to increase dietary intake. Increase fiber 
content to enhance bowel eliminatbn. In- 
crease protein and vitamin C to promote 
wound healing. Umit calcium to reduce risk of 
renal and bladder calculi. 

15. Monitor urine characteristics and patient's 
subjective complaints typical of urinary tract 



infection (burning, frequency, urgency). Obtain 
urine cultures as ordered. These measures 
aid early detection of urinary tract infection. * 
16. Identify level of functioning to provide 
baseline for future assessment and encourage 
appropriate participation in care to prevent 
complications of immobility and increase pa- 



ri. Perform active or passive range-of-motion 
exercises at least once per shift. Teach and 
monitor appropriate isotonic and isometric ex- 
ercises. These measures prevent pint con- 
tractures, muscular atrophy, and other 
complications of prolonged inactivity. 

18. Provide or help with daily hygiene; keep 
skin dry and lubricated to prevent cracking 
and possible infection. 

19. Allow patient and family or significant 
other to ventilate frustration and other feelings 
related to prolonged inactivity. Expressing 
feelings helps patient and family or significant 
other cope with treatment regimen. 



) 1993 Springhouse Corporation 



Documentation 



• Patient's concerns or perceptions of circum- 
stances necessitating inactivity; willingness to 
accept and participate in treatment 
•Assessment of body systems at risk for dete- 
rioration 

• Interventions to provide preventive or sup- 
portive care and prescribed treatment 
•Treatment given to patient; patient's under- 
standing and demonstrated ability to carry out 
instructions 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 



Diversional activity deficit 

related to lack of environmental stimulation 




Definition 



Restriction or decline in ability to use unoccu- 
pied time to patient's advantage or satisfaction 



Assessment 



• Physical status, including mobility and activ- 
ity tolerance 

• Cardiovascular status 

• Respiratory status 

• Neurologic status, including level of con- 
sciousness, orientation, mood, behavior, 
memory 

• Psychosocial status, including family or 
friends, hobbies, interests, favorite music, TV, 
reading matter, changes or adaptations 
needed to carry out activities 



Defining characteristics 



• Evidence of environmental deprivation 

• Physical limitations affecting participation in 
usual activities 

• Statement of boredom or wishing for some- 
thing to do 



Associated medical diagnoses ■ 

Any patient hospitalized for a prolonged pe- 
riod may be at risk. Additional diagnoses in- 
clude: blindness, conditions requiring isolation 
or intensive care, depression, detached retina, 
fractures requiring skeletal traction, and hear- 
ing loss. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses interest in using leisure 
time meaningfully. (1,2,3,4,5,6,7,8) 

• Patent expresses interest in activities pro- 
vided. (4,10,12) 

• Patient participates in chosen activity. (5,6) 

• Patient watches selected TV program or lis- 
tens to selected music daily. (2,13) 

• Patient reports satisfaction with use of lei- 
sure time. (3,4,10,11,12) 

• Patient or caregiver modifies environment to 
provide maximum stimulation, such as with 
posters or cards or moving bed next to a win- 
dow. (9,11,12) 

Interventions and rationales 

1. Encourage discussion of previously enjoyed 
hobbies, interests, or skills to direct planning 
of new activities. Suggest performing an activ- 
ity helpful to others or otherwise productive. 

2. Obtain radio or TV (if desired) and allow 
patient to select programs. Communicate pa- 
tient's desires to co-workers. Turn on TV set at 
(time) to (channel). Selec- 
tive TV or radio use can help pass time. 

3. Ask volunteers (friends, family, or hospital 



volunteer) to read newspapers, books, or 
magazines to patient at specific times. Per- 
sonal contacts helps alleviate boredom. 

4. Engage patient in conversation while carry- 
ing out routine care. Discuss patient's favorite 
topics as much as possible. Conversation con- 
veys caring and recognition of patient's worth. 

5. Provide supplies and set time to carry out 
hobby; for example, give crochet hook and 
yarn to patient daily at (time). Speci- 
fying time for activity indicates its value. 

6. Avoid scheduling procedures during pa- 
tient's leisure time, which is integral to quality 
of life. 

7. Provide talking books or records if avail- 
able. These provide low-effort sources of en- 
joyment for bedridden patient. 

8. Obtain an adapter for the TV to provide 
captions for hearing-impaired patient. 

9. Encourage patient's family or caregiver to 
bring in personal articles (posters, cards, pic- 
tures) to help make environment more stimu- 
lating. Patient may respond better to objects 
with personal meaning. 

10. Make referral to recreational, occupational, 
or physical therapist for consultation on adap- 



tive equipment to carry out desired activity; 
arrange for therapy sessions. Adaptive equip- 
ment allows patient to continue enjoying activi- 
ties or may stimulate interest in new activities. 

11. Provide plants for patient to tend. Caring 
for live plants may stimulate interest. 

12. Change scenery when possible; for exam- 
ple, place patient's bed in hall for a short pe- 
riod or take patient outside in wheelchair to 
help reduce boredom. 

13. Identify type of music patient prefers; get 
help from family and hospital resources to 
provide selected music daily. Music may re- 
lieve boredom. 

Documentation 

• Patient's expression of boredom, frustration, 
and desire to carry out leisure activity 

• Patient's interests and ability to carry out ac- 
tivity and necessary modifications required to 
accomplish activity 

• Observations of patient's skill level and ex- 
tent of participation in activity 

• Patient's expression of satisfaction with use 
of unoccupied time 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Diversional activity deficit 

related to long-term hospitalization 
or frequent, lengthy treatments 



41 



Definition 

Restriction or decrease in ability to use unoc- 
cupied time to one's advantage or satisfaction 

Assessment 

• Physical status, including mobility and activ- 
ity tolerance 

• Cardiovascular status 

• Respiratory status 

•Neurologic status, including level of con- 
sciousness, orientation, mood, behavior, 
memory 

• Psychosocial status, including family or sig- 
nificant other, hobbies, interests, favorite mu- 
sic, TV, reading matter, changes or 
adaptations needed to carry out activities 



Defining characteristics 

• Hospital stay beyond acute stage of illness 

• Physical limitations affecting participation in 
usual activities 

•Statement of boredom or wishing for some- 
thing to do 

•Treatments performed more than once a day 
or that require significant amounts of time 



Associated medical diagnoses (selected) 

Any patient hospitalized for a lengthy period of 
time may be at risk for this diagnosis. Exam- 
ples include: burns, pressure ulcers, isolation 
for contagious diseases, multiple fractures, 
peripheral vascular ulcers, plastic surgery in- 
volving extensive skin grafting, spinal cord in- 
jury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses interest in using leisure 
time meaningfully. (1,2,3,4,5,6,7) 

•Patient participates in chosen activity. (1,2,4) 
•Patient states satisfaction with use of leisure 
time. (3,4,6) 

• Patient expresses interest in activities pro- 
vided. (5,8) 

• Patient makes decisions about timing and 
spacing of treatments. (9) 

•Patient expresses satisfaction with estab- 
lished schedule of treatment routines. (9,10) 

Interventions and rationales 

1. Schedule time daily to pursue leisure activi- 
ties; for example, have patient sit at desk daily 
in wheelchair to use paint-by-number kit. Di- 
versions! activities improve patient's quality of 
life; scheduling activities indicates their value. 

2. Encourage family or significant other to 
bring in familiar objects. Provide space for fa- 
vorite plants, cards, reading material, and 
hobby supplies. For bedridden clients, use 
ceiling for posters and other objects. Maintain- 
ing personal contacts and involvement relieves 
boredom and stimulates interest. 



3. Encourage patient to express enjoyment of 
past hobbies, interests, or skills. This conveys 
a sense of worth and caring, and helps pa- 
tient to think of new activities. 

4. Work with patient and family to find ways to 
carry out desired activities. Use imagination 
and creativity; for example, a former carpenter 
may adapt to carving small objects rather than 
building large ones. Adaptive equipment helps 
patient pursue previous activities within new 
limits. 

5. Provide radio or TV at patient's request to 
help relieve boredom and increase enjoyment. 

6. Engage patient in conversation while carry- 
ing out procedures, if desired by patient. Dis- 
cuss favorite topics. Conversation during 
treatments reduces discomfort by diverting at- 
tention; it also increases patient's sense of 
self-worth. 

7. Encourage visitors to involve patient in fa- 
vorite activities through discussion, reading, 
and attendance at programs, if appropriate, to 
reduce boredom. 

8. Keep patient informed of current events 
through discussion; encourage patient to read 
newspapers or books and watch TV or listen 



to radio. Keeping current helps reduce the iso- 
lation of long-term hospitalization. 

9. Schedule treatments to allow adequate rest 
periods and pursuit of favorite activity; for ex- 
ample, no treatments between and 

(time), to allow time for watching TV 

show. This gives patient more control over en- 
vironment. 

10. Streamline treatments as much as possi- 
ble. Have all equipment ready before starting; 
thoroughly instruct new personnel in routine 
and plan schedule for minimal interruptions. 
Efficiency conveys respect for value of pa- 
tient's time. 

Documentation 

• Patient's expression of boredom, desire to 
carry out leisure activity, and frustration at 
being restricted 

• Patient's interests, skills, and abilities to 
carry out activity 

•Observations of patient's skill level and ex- 
tent of participation in activity 

• Patient's verbal expression of satisfaction 
with use of non-treatment-related time 

• Evaluations for each expected outcome. 



t Numbers Mowing outcomes refer to interventions. 



Dysreflexia 

related to spinal cord trauma 




Definition 



State in which a patient with spinal cord injury 
at T6 or above experiences or risks life-threat- 
ening, uninhibited sympathetic response to a 



A a** a a a >m a nt 

Assessment 



• History of spinal cord trauma, including level 
of injury or lesion, previous episodes of dysre- 
flexia 

• Patient's description of symptoms, including 
headache, nasal congestion, blurred vision, 
chest pain, diaphoresis and flushing above 
level of lesion, chilling, paresthesias, cutis an- 
serina ("goose flesh") above level of lesion, 
metallic taste, nausea 

• Neurologic status, including level of con- 
sciousness, orientation, pupillary response, 
sensory status, motor status 

• Cardiovascular status, including blood pres- 
sure, heart rate and rhythm, skin temperature 
and color 



• Genitourinary status, including urine output, 
palpation of bladder, signs of urinary tract in- 
fection, examination of urinary assistive de- 
vices, such as catheter 

• Gastrointestinal status, including nausea and 
vomiting, usual bowel pattern, bowel habits, 
last oowei movement, inspection ot abdomen, 
auscultation of bowel sounds, palpation for 
masses, percussion for areas of dullness 

• Environmental conditions, including changes 
in temperature, for example, cold draft; ob- 
jects putting pressure on skin 

Defining characteristics 

• Major trauma (spinal cord injury at T6 or 
above), including paroxysmal hypertension 
(sudden periodic elevated blood pressure, sys- 
tolic over 140 mm Hg and diastolic over 90 
mm Hg); bradycardia or tachycardia (pulse un- 
der 60 or over 100 beats/minute); diaphoresis 
above injury, red splotches (vasodilation) on 
skin above injury, pallor below injury, diffuse 



headache not confined to any nerve distribu- 
tion area 

•Minor trauma, including chilling (shivering 
with sensation of coldness or pallor of skin); 
conjunctival injection from excessive blood or 
tissue fluid in conjunctiva; Horner's syndrome 
from paralysis of cervical sympathetic nerve 
trunk (contracted pupils, partial ptosis, enoph- 
thalmos, sometimes loss of sweating on af- 
fected side of face); paresthesias; pilomotor 
reflex, blurred vision, chest pain, metallic 
taste, nasal congestion 

Associated medical diagnoses (selected) 
Spinal cord injury or tumor above T6 level 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Cause of dysreflexia identified and cor- 
rected. (1,3,4,5) 

• Patient experiences cardiovascular stability 

as evidenced by systolic range, 

diastolic range, and heart 

rate range. (1,2,3,4) 

• Patient avoids bladder distention and urinary 
tract infection. (3a, 3d) 

•Fecal impaction is absent. (3b) 

• No noxious stimuli in environment. (3c) 

• Patient states relief from symptoms of dysre- 
flexia. (1,5) 

• Patient encounters no or minimal complica- 
tions. (1,2,3,4,5) 

• Urinary elimination remains normal. (6,7) 

• Fecal elimination remains normal. (6,7) 

• Patient, family, or caregivers demonstrate 
knowledge and understanding of dysreflexia 
and articulate care measures. (6) 

• Patient experiences few or no dysreflexic ep- 
isodes. (6,7) 

Interventions and rationales 

1. Assess for signs of dysreflexia (especially 
in severe hypertension) in order to detect the 

t Numbers following outcomes refer to interventions. 



condition promptly. 

2. Place patient in sitting position or elevate 
head of bed to aid venous drainage from 
brain, lower intracranial pressure, and tempo- 
rarily reduce blood pressure. 

3. Ascertain and correct probable cause of 
dysreflexia: 

a. Check for bladder distention and patency 
of catheter. If necessary, irrigate catheter 
with small amount of solution or insert a 
new catheter immediately. A blocked uri- 
nary catheter can trigger dysreflexia. 

b. Check for fecal mass in rectum. Apply di- 
bucaine ointment (Nupercainal) to anus 
and 1 inch into rectum 10-15 minutes be- 
fore removing impaction. Failure to use 
ointment may aggravate autonomic re- 
sponse. * 

c. Check environment for cold drafts and 
objects putting pressure on patient's skin, 
which could act as dysreflexia stimuli. 

d. Send urine for culture if no other cause 
becomes apparent to detect possible uri- 
nary tract infection. 

4. If hypertension persists despite other mea- 
sures, administer ganglionic blocking agent, 



vasodilator, or other medication as ordered. 
Drugs may be required if hypertension per- 
sists or if noxious stimuli cannot be removed. * 

5. Take vital signs frequently to monitor effec- 
tiveness of prescribed medications. 

6. Instruct patient, family, or caregiver about 
dysreflexia, its causes, symptoms, and care 
measures to prepare them to handle possible 
dysreflexic emergencies. 

7. Implement and maintain bowel and bladder 
elimination programs to avoid stimuli that 
could trigger dysreflexia. 

Documentation 

• Objective assessment of dysreflexic episode 

• Patient's description of dysreflexic episode 

• Interventions to identify and eliminate causes 
of dysreflexia and patient's response to these 

• Instructions given to patient, family, caregiv- 
ers; patient's expressions of understanding 
and demonstrated ability to prevent or man- 
age dysreflexic episode 

• Implementation, alteration, or continuation of 
bladder and bowel programs 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 



Family process alteration 

related to situational crisis 



43 



Definition 



Disruption in expected role functions within 
the family structure because of such situa- 



Assessment 



•Assumed ori.. r 

• Communication patterns within family for ex- 
pressing affection, anger, confrontation, de- 
spair 

• Family members 
•Family's financial resources 
•Family's past responses to crises 
•Family's spiritual practices 

• Family's understanding of patient's present 
condition 

• Normal patterns of interaction among family 
members 

•Number and ages of children 

• Perceived impact of situation on family unit 



or on assumed roles 

•Significant others 

•Support systems available to family 

Defining characteristics 

•Family members do not demonstrate respect 
for each other's views 

•Family members unable to adapt to change 
• Family system unable or unwilling to meet 
the emotional or physical needs of its mem- 
bers 



Associated medical diagnoses (selected) 
Any disease or illness that results in long-term 
disability or incapacitation, including: cancer, 
cerebrovascular accident, chronic renal failure, 
degenerative disease, dementia, terminal dis- 
, traumatic injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Family members agree on who heads the 
family. (1) 

• Family members develop adaptive responses 
by assuming duties carried out by the ill mem- 
ber; for example, meal preparation, transpor- 
tation, shopping, laundry, cleaning, providing 
emotional support to other family members. 
(2,3,4,5) 

• Family members identify support systems to 
assist them and participate in mobilizing those 
systems. (3,4,5,6) 

• Family contacts a community agency or sup- 
port group for continued assistance (depend- 
ing on the type, severity, prognosis of illness); 
for example, American Cancer Society, Ameri- 
can Lung Association, Arthritis Foundation, 
Hospice, Myasthenia Gravis Foundation, Multi- 
ple Sclerosis Society, National Kidney Founda- 
tion, Trauma Support Group. (7) 

• Family members can share feelings about ill- 
ness in the family with each other. (5,6) 

Interventions and rationales 

1. Identify the individual assuming the role as 
head of the family to establish family hierarchy 



and functional ability. 

2. Provide head of family with information nec- 
essary for decision making, such as updated 
information on patient's condition. This avoids 
potential for misinterpretation and places re- 
sponsibility for communication within family 
unit. 

3. Help head of the family decide which sup- 
port systems need to be mobilized and used. 



conferences, 
b. Include patient in family conferences and 
family interaction as often as possible. 
These measures allow nurse to help fam- 
ily identify and work toward mutual goals 
and facilitate effective family coping. 
7, Make referrals to a psychiatric liaison nurse, 
social services, or community agencies, as 
appropriate to provide family with access to 
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4. Provide emotional support to head of family 
regarding altered role and additional responsi- 
bilities. This encourages family member to 
ventilate feelings, ask questions, seek help, 
and make decisions. 

5. Expedite communication within the family to 



• Observations of family's reactions to situa- 
tion 

• Interventions to assist family and family's re- 
sponses to those interventions 

• Referrals to outside agencies 

• Evaluations for each expected outcome. 



crisis. 



6. Arrange for and participate in family confer- 
ences, if appropriate, 
a. Whenever possible, ensure privacy to 
family members for their discussions or 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Definition 



Overwhelming sense of exhaustion and de- 
creased capacity for physical and mental 
work, regardless of adequate sleep 



Assessment 



•History of underlying disease 

• Respiratory status, including dyspnea on ex- 
ertion, respiratory rate and depth 
•Circulatory status, including skin color, tem- 
perature, turgor, blood pressure 

•Age 

•Sleep pattern, including hours slept at night, 
amount of time awake before becoming tired 

• Nutritional status, including appetite, dietary 
intake, current weight, change from normal 
weight 

• Neurologic status, including headaches 
•Activity status, including type and duration of 
exercise, occupation, use of leisure time 

• Psychosocial status, including personality 
stressors (finances, job, marital discord, etc.), 



coping mechanisms, support systems (family, 
significant other), life-style 

• Menstrual history, including length of peri- 
ods, amount of menstrual flow 

Defining characteristics 

•Accident-prone 

• Decreased libido 

• Diminished performance 

• Disinterest in surroundings 
•Increased lability or irritability 

• Introspection 

• Lethargy or listlessness 

•Perceived need for additional energy to ac- 
complish routine tasks 



Fatigue 




Associated medical 



Anemia, cardiac failure, cerebrovascular acci- 
dent, chronic fatigue syndrome, depression, 
Epstein-Barr virus, Guillain-Barre syndrome, 
multiple sclerosis, muscular atrophy, myas- 
thenia gravis, poliomyelitis, rheumatoid arthri- 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient identifies measures to prevent or 
modify fatigue. (1,2,3,5,6) 

• Patient explains relationship of fatigue to dis- 
ease process and activity level. (4) 

• Patient verbally expresses increased energy. 
(3,5,6,10) 

• Patient incorporates as part of daily activities 
those measures necessary to modify fatigue. 
(3,5,6,7,8,9,10,11) 

• Patient articulates plan to resolve fatigue 
problems. (11) 

• Patient employs measures to prevent and 
modify fatigue. (1,2,3,5,6,7) 

Interventions and rationales 

1. Prevent unnecessary fatigue; for example, 
avoid scheduling two energy-draining proce- 
dures on the same day. Using energy-con- 
serving techniques avoids overexertion and 
potential for exhaustion. 

2. Conserve energy through rest, planning, 
and setting priorities to prevent or alleviate 
fatigue. 

3. Alternate activities with periods of rest. En- 
courage activities that can be completed in 



short periods of time or divided into several 
segments; for example, read one chapter of a 
book at a time. Scheduling regular rest peri- 
ods helps decrease fatigue and increase 
stamina. 

4. Discuss the effect of fatigue on daily living 
and personal goals. Explore with patient the 
relationship between fatigue and the disease 
process to help increase patient compliance 
with the schedule for activity and rest. 

5. Reduce demands placed on patient; for ex- 
ample, ask one family member to call at spec- 
ified times and relay messages to friends and 
other family members to reduce physical and 
emotional stress. 

6. Structure patient's environment; for exam- 
ple, set up a daily schedule based on patient's 
needs and desires. 77* encourages compli- 
ance with treatment regimen. 

7. Encourage patient to eat foods rich in iron 
and minerals, unless contraindicated. This 
helps avoid anemia and demoralization. 

8. Postpone eating when patient is fatigued to 
avoid aggravating the condition. 

9. Provide small, frequent feedings to con- 



serve patients energy and encourage in- 
creased dietary intake. 

10. Establish a regular sleeping pattern. Eight 
to 10 hours of sleep nightly helps reduce fa- 
tigue. 

11. Avoid highly emotional situations, which 
aggravate patient's fatigue. Encourage patient 
to explore feelings and emotions with a sup- 
portive counselor, clergy, or other professional 
to help cope with illness. 

Documentation 

• Patient's ability to describe the fatigue and 
its relationship to the disease process and 
condition 

• Patient's ability to decrease fatigue by using 
various effective methods 

•Patient's level of activity in relation to fatigue 

• Patient's dietary intake 
•Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Fear 

related to separation 
from support systems 




Definition 



Feeling of physiologic or emotional dh 
related to an identifiable source 



Assessment 



• History of experience with illness, hospital- 
ization, surgery 

•Availability of support systems, including 
family, significant other, friends, clergy 

• Financial resources 

• History of coping with fear 

• Physiologic manifestations of fear, including 
pulse, respiratory rate, blood pressure, skin 
temperature, quality and pitch of voice 

• Psychological manifestations of fear, includ- 
ing behavior, appetite, sleep pattern 



Defining characteristics 



• Diaphoresis 

• Feeling of loss of control (actual or per- 
ceived) 

•Geographic distance from family or friends 
caused by recent hospitalization 

• Increased blood pressure 

• Increased pulse and respiratory rate 

• Increased questioning or verbalization 

• Limited financial resources of family to travel 

• Patient and spouse or significant other unac- 
customed to separation 

• Patient has no family or friends 

• Voice tremors or pitch change 



Associated medical diagnoses (selected) 

This nursing diagnosis may occur in any hos- 
pitalized patient separated from family or 
friends. In elderly patients, hospitalization of- 
ten disrupts routines or rituals. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



• Patient identifies source(s) of fear. (1) 

• Patient communicates feelings about s 
tion from support systems. (1,2,3,4) 

• Patient communicates feelings of comfort or 
satisfaction. (2,3,4,6,7) 

• Patient uses situational supports to reduce 
fear. (4,5,6,9,10) 

• Patient integrates into daily behavior at least 
one fear-reducing coping mechanism, such as 
asking questions about treatment progress, or 
making decisions about care. (4,5,6,8,9,10) 

Interventions and rationales 



1. Ask patient to identify source of fear; try to 
assess patient's understanding of situation. 
Patient's perceptions may be erroneously 
based. 

2. If patient has no visitors, spend an extra 15 
minutes each shift in casual conversation; en- 
courage other staff members to stop for brief 
visits to help patient cope with separation. 

3. Help patient maintain contact with family on 
a daily basis: 

a. Arrange for telephone calls. 

b. Help write letters. 



c. Promptly convey messages to patient 
from family and vice-versa. 

d. Encourage patient to have pictures of 
loved ones. 

e. Provide privacy for visits; take patient to 
day room or other quiet area. These 
measures help patient reestablish and 
maintain social relationships. 

4. Involve patient in planning care and setting 
goals to renew confidence and give sense of 
control in a crisis situation. 

5. Instruct patient in relaxation techniques, 
such as imagery and progressive muscle re- 
laxation, to reduce symptoms of sympathetic 
stimulation. 

6. Administer antianxiety medications as or- 
dered and monitor effectiveness. Drug therapy 
may be needed to manage high anxiety levels 
or panic disorders. * 

7. Answer questions and help patient under- 
stand care to reduce anxiety and correct mis- 
conceptions. 

8. When feasible and where policies permit, 
relax visiting restrictions to reduce patient's 
sense of isolation. 

9. Allow a close family member or friend to 



participate in care to provide an additional 
source of support. 

10. Support family and friends in their efforts 
to understand patient's fear and to respond 
accordingly to help them understand that pa- 
tient's emotions are appropriate in context of 
situation. 

Documentation 

• Patient's expressions of concern about ill- 
ness, hospitalization, separation from support 



•Observations of physiologic and behavioral 
manifestations of patient's fear 

• Interventions performed to allay patient's 
fears and encourage healthful coping mecha- 
nisms 

•Patient's response to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Fear [ 

related to unfamiliarity 46 



Definition 



Defining characteristics 



from an identifiable source 
Assessment 



• History of experience with illness, hospital- 
ization, surgery, etc. 

•Availability of support systems, including 
family, significant other, friends, clergy 

• Financial resources 

• History of coping with fear 

• Neurologic status, including mental status, 
orientation, sensory status 

• Physiologic manifestations of fear, including 
pulse, blood pressure, respiratory rate, skin 
temperature 

• Psychological manifestations of fear, includ- 
ing behavior,' appetite, sleep pattern 
•Quality and pitch of voice 



• Expresses feelings of aloneness imposed by 
others 

• Expresses feelings of being different from 
others 

• Increased blood pressure 

• Increased pulse and respiratory rate 

• Increased questioning or verbalization 
•Preoccupation with own thoughts 
•Projects hostility in voice and behavior 
•Sad, dull affect 

• Seeks to be alone or wants someone at the 



Speaks no English and understands no En- 
glish 

•Speaks no English but understands English 

• States that there has been no similar situa- 
tion in the past 

• Uncommunicative, withdrawn, no eye contact 

• Verbally expresses fear of the unknown 

• Voice tremors or pitch changes 



Associated medical diagnoses (seated) 

Acute renal failure with hemodialysis or perito- 
neal dialysis, acute respiratory failure with me- 
chanical ventilation, bowel resection with 
colostomy or ileostomy, brain tumor, coronary 
artery bypass surgery, craniocerebral trauma, 
sensory loss (blindness, deafness), spinal 
cord injury, tracheostomy or laryngectomy 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies source(s) of fear. (1) 

• Patient states understanding of procedures. 
(2,3) 

• Patient verbally expresses comfort with sur- 
roundings. (4,5,6) 

• Patient manifests no physical signs or symp- 
toms of fear. (1,2,3,4,5,6) 

• Patient uses available support systems to 
assist in coping with fear. (7,8,9,10) 

• Patient integrates into daily behavior at least 
one fear-reducing coping mechanism, such as 
asking questions about treatment progress, 
making decisions about care, etc. (5,6) 

Interventions and rationales 

1. Encourage patient to identify source(s) of 
fear. Patient's perceptions may be erroneously 
based. 

2. Explain all treatments and procedures, an- 
swering any questions patient might have. 
Present information at patient's level of under- 
standing or acceptance to reduce patient's 
anxiety and enhance cooperation. 

3. Orient patient to surroundings. Make any 
adaptations to compensate for sensory defi- 



cits. This enhances patient's ability to orient to 
time, place, person, and events. 

4. Assign the same nurse to care for patient 
whenever possible to provide consistency of 
care, enhance trust, and reduce threat often 
associated with multiple caregivers. 

5. Spend time with patient each shift to allow 
time for expression of feelings, provide emo- 
tional outlet, and allow feeling of acceptance. 

6. Involve patient in planning and providing 
care to give patient some control over the situ- 
ation and restore sense of sell-esteem. 

7. Orient family to patient's specific needs, al- 
lowing family members to participate in giving 
care. This helps them provide effective sup- 
port. 

8. Request that family bring pictures and other 
small, personal objects to patient. This helps 
alleviate patient's altered mental state by fami- 
liarizing the environment. 

9. Arrange for family member or friend to stay 
with patient to help patient cope with fears. 

10. If a language barrier is the source of fear, 
use family and other resources in the hospital 
(such as an interpreter) to help reduce pa- 
tient's fear and aid effective communication. 



Documentation 

• Patient's verbal expressions of fear 

• Behavioral and physiologic manifestations of 
fear 

• Interventions performed to reduce patient's 
fear 

• Patient's response to interventions 

• Family's involvement in patient care 

• Patient's response to family involvement 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Fluid volume deficit 

related to active loss 



47 



Definition 

Excessive loss of body fluid and electrolytes 
Assessment 

• History of fluid loss, such as vomiting, naso- 
gastric tube drainage, diarrhea, hemorrhage 

• Vital signs 

• Fluid and electrolyte status, including weight, 
intake and output, urine specific gravity, skin 
turgor, mucous membranes 

• Laboratory studies, including serum electro- 
lytes, blood urea nitrogen, hemoglobin, hema- 
tocrit, stool cultures 



Defining characteristics 

•Altered electrolytes 

• Clinical evidence of body fluid or blood loss 

• Dry mucous membranes 

• Dry or cold, clammy skin 

• Fever 

• Low blood pressure 

• Oliguria 

•Output greater than intake 

• Poor skin turgor 

• Rapid, shallow respirations 

• Rapid, thready pulse 
•Thirst 
•Weakness 
•Weight loss 



Associated medical diagnoses (selected) 

Bowel fistula, burns, dialysis, duodenal ulcer 
(perforated), esophageal varices (ruptured), 
food poisoning, fractures (femur), hemothorax, 
hyperosmolar nonketotic syndrome (HNKS), 
large amounts of diuretics, metabolic acidosis, 
multisystem trauma, nasogastric tubes, tho- 
racic surgery 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Vital signs remain stable. (1,2) 

• Skin color and temperature are normal. (1,2) 

• Electrolyte levels stay within normal range. 
(3,4) 

• Fluid volume remains adequate. 
(1,3,4,5,6,9,10) 

• Patient produces adequate urine volume. 
(4,5) 

• Patient has normal skin turgor and moist mu- 
cous membranes. (6) 

• Urine specific gravity remains between 1 .005 
and 1.010. (7) 

• Fluid and blood volume return to normal. 
(1,2,3,4,5,6,7,8,9,10) 

• Patient expresses understanding ol tactors 
that caused fluid volume deficit. (11) 

Interventions and rationales 

1. Monitor and record vital signs every 2 hours 
or as often as necessary until stable. Then 
monitor and record vital signs every 4 hours. 
Tachycardia, dyspnea, or hypotension may in- 
dicate fluid volume deficit or electrolyte imbal- 
ance. 

2. Cover patient lightly. Avoid overheating to 

t Numbers following outcomes refer to interventions. 



prevent vasodilatation, blood pooling in ex- 
tremities, and reduced circulating blood vol- 
ume. 

3. Measure intake and output every 1 to 4 
hours. Record and report significant changes. 
Include urine, stool, vomitus, wound drainage, 
nasogastric drainage, chest tube drainage, 
and any other output. Low urine output and 
high specific gravity indicate hypovolemia. 

4. Administer fluids, blood or blood products, 
or plasma expanders, to replace fluids and 
whole blood loss and facilitate fluid movement 
into intravascular space. Monitor and record 
effectiveness and any adverse effects. * 

5. Weigh patient at the same time daily to give 
more accurate and consistent data. Weight is 
a good indicator of fluid status. 

6. Assess skin turgor and oral mucous mem- 
branes every 8 hours to check for dehydra- 
tion. Give meticulous mouth care every 4 
hours to avoid dehydrating mucous mem- 
branes. 

7. Test urine specific gravity every 8 hours. 
Elevated specific gravity may indicate dehy- 
dration. 

8. Do not allow patient to sit or stand as long 



as circulation is compromised to avoid ortho- 
static hypotension and possible syncope. 

9. Measure abdominal girth every shift to 
monitor for ascites and third-space shift. Re- 
port changes. 

10. Administer and monitor medications to 
prevent further fluid loss, t 

11. Explain reasons for fluid loss and teach 
patient how to monitor fluid volume - for ex- 
ample, by recording daily weight and measur- 
ing intake and output. This encourages patient 
involvement in personal care. 

Documentation 

• Patient's complaints of thirst, weakness, diz- 
ziness, palpitations 

• Observations of physical findings 

• Intake and output (amount and type) 

• Patient's weight 

• Interventions performed to control fluid loss 

• Patient's response to interventions 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 



Fluid volume deficit, high risk for 

related to excessive loss through 
artificial routes (such as indwelling tubes) 



48 



Associated medical diagnoses (selected) 



Definition 

Presence of risk factors that can lead to ex- 
cessive fluid and electrolyte loss 

Assessment 

• History of problems that can cause fluid 
loss, such as vomiting, diarrhea, indwelling 
tubes, hemorrhage 

•Vital signs 

• Fluid and electrolyte status, including weight, 
intake and output, urine specific gravity, skin 
turgor, mucous membranes, electrolytes 



Risk factors 

•Altered intake 
•Clinical evidence of fluid or blood loss 
through artificial orifices or lumens, wounds, 
and drainage tubes 
•Increased fluid output 
•Thirst 

•Urinary frequency 



Bowel fistula, breast cancer with mastectomy, 
burns, esophageal fistula, esophageal varices 
(ruptured), intestinal obstruction, paralytic 
ileus 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Vital signs remain stable. (1) 

•Skin color and temperature remain normal. 

(D 

•Patient maintains urine output of at least 

ml hourly. (2) 

•Electrolyte values remain within normal 
range. (3) 

• Patient maintains intake at ml/24 

hours. (5,6,8,9,10,11) 

• Intake equals or exceeds output. 
(4,5,6,7,8,10) 

• Patient returns to normal, appropriate diet. 
(11) 

Interventions and rationales 

1. Monitor and record vital signs every 4 
hours. Fever, tachycardia, dyspnea, or hypo- 
tension may indicate hypovolemia. 

2. Measure urine output every hour. Record 

and report an output of less than ml/ 

hour. Decreased urine output may indicate re- 
duced fluid volume. 

3. Monitor serum electrolyte levels and report 
abnormalities. Indwelling tube drainage may 
cause significant electrolyte imbalance. 



4. Measure and record drainage from all tubes 
and catheters, taking it into account when re- 
placing lost fluid. 

5. Obtain and record patient's weight at the 
same time every day to give accurate data. 
Weight is good indicator of fluid status. 

6. When copious drainage appears on dress- 
ings, weigh dressings every 8 hours and re- 
cord with other output sources. Excessive 
wound drainage causes significant fluid imbal- 
ances (I kg dressing equals about 1 liter of 
fluid). 

7. Cover wounds to minimize fluid loss and 
prevent skin excoriation. * 

8. Monitor skin turgor each shift to check for 
dehydration; report any decrease. 

9. Maintain parenteral fluids or blood transfu- 
sions at prescribed rate to prevent further fluid 
loss or overload. * 

10. Force oral fluids when possible and indi- 
cated to enhance replacement of lost fluids. 
(Bowel sounds should be present with patient 
awake before giving oral fluids.) * 

11. Progress patient to the appropriate diet, as 
ordered, to help achieve fluid and electrolyte 
balance. * 



Documentation 

•Observations of physical findings 
•Intake and output 

• Drainage from indwelling tubes and cathe- 
ters, including amount, color, consistency 
•Amount, color, and odor of drainage on 
dressings 

• Patient teaching about fluid intake and diet 

• Patient's response to interventions 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers Mowing oulcomes refer to interventions. 



T Indicates doctor-oraerea instruction. 



Fluid volume deficit, high risk for 

related to excessive loss 
through physiologic routes 



49 



Definition 



Presence of risk factors that could lead to ex- 
cessive fluid and electrolyte loss 

Assessment 

• History of problems that can cause fluid 
loss, such as vomiting, diarrhea, hemorrhage 
•Vital signs 

• Fluid and electrolyte status, including weight, 
intake and output, urine specific gravity, skin 
turgor, mucous membranes, serum electro- 
lytes, blood urea nitrogen 



Risk factors 



•Any disorder that places patient at risk for 
fluid volume deficit 

• Hyperventilation 

• Increased fluid output 
•Intake alteration 
•Thirst 

•Urinary frequency 



Associated medical diagnoses (selected) 

Altered level of consciousness, diabetes insipi- 
dus, diabetes mellitus, diarrhea-producing dis- 
orders (such as salmonellosis), organic brain 
syndrome 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes j 

• No signs of dehydration appear. 
(1,2,3,4,5,11,12) 

• Patient's fluid intake exceeds output. 

Intake ml/24 hours; output 

ml/24 hours. (6,7,8,9) 

• Patient expresses understanding of need to 
maintain adequate fluid intake. (10) 

• Patient demonstrates skill in weighing self 
accurately and recording weight. (10) 

• Patient measures and records own intake 
and output. (10) 

Interventions and rationales 

1. Monitor skin turgor each shift and report 
any decrease. Poor skin turgor is a sign of 
dehydration. 

2. Examine oral mucous membranes each 
shift. Dry mucous membranes are a sign of 
dehydration. 

3. Test urine specific gravity each shift. Moni- 
tor laboratory values and report abnormal 
findings to doctor. Increased urine specific 
gravity may indicate dehydration. Elevated he- 
matocrit and hemoglobin also indicate dehy- 
dration. 



4. Monitor vital signs every 4 hours. Tachycar- 
dia, hypotension, dyspnea, or fever may indi- 
cate fluid volume deficit. 

5. Weigh patient daily and record. Daily 
weights help estimate body fluid status. 

6. Administer and monitor parenteral fluids, as 
ordered, to replace fluid losses. * 

7. Determine patient's fluid preferences to en- 
hance intake. 

8. Keep oral fluids at bedside within patient's 
reach and encourage patient to drink. This 
gives patient some control over fluid intake 
and supplements parenteral fluid intake. 

9. Maintain accurate record of intake and out- 
put to aid estimation of patient 's fluid balance. 

10. Instruct patient in maintaining appropriate 
fluid intake, including recording daily weight, 
measuring intake and output, recognizing 
signs of dehydration. This encourages patient 
and caregiver participation in care, and en- 
hances patient 's sense of control. 

11. Monitor electrolyte values and report ab- 
normalities. Fluid bss may cause significant 
electrolyte imbalance. 

12. Administer and monitor medication, such 



as antiemetics and antidiarrheals, to prevent 
fluid losses. * 

Documentation 

•Observations of patient's fluid volume status 

• Intake and output 

• Patient's willingness or ability to drink 
enough to maintain fluid volume 

• Patient's response to nursing interventions 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers following oulcomes refer to interventions. 



* Indicates doctor-ordered instruction. 



Fluid volume excess 

related to compromised regulatory mechanisms 
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Definition 

Excess fluid resulting from compromised regu- 
latory mechanisms (internal physiologic con- 
trols that help the body adapt to changing 
needs, such as renin-angiotensin, antidiuretic 
hormone, aldosterone, hydrogen-bicarbonate 
ion exchange) 

Assessment 

•Neurologic status, including level of con- 
sciousness, orientation, mental status 
•Cardiovascular status, including skin color, 
temperature, turgor, jugular venous pressure, 
central venous pressure and pulmonary artery 
pressure (if available), heart rate and rhythm, 
blood pressure, heart sounds, ECG, hemoglo- 
bin, and hematocrit 

•Respiratory status, including rate, depth, pat- 
tern of respiration, breath sounds, chest 
X-ray, arterial blood gases 
•Renal status, including intake and output, 
urine specific gravity, weight, serum electro- 



lytes, serum and urine osmolality, blood urea 
nitrogen, creatinine, serum protein 
•Endocrine status, including general appear- 
ance, size and body proportions, skin color 
and condition, distribution of body hair 

Defining characteristics 

•Change in mental status, including mood 
and personality changes, restlessness and 
confusion, acute stress and anxiety 
•Change in cardiovascular status, including 
edema, jugular venous distention, central ve- 
nous pressure changes and pulmonary artery 
changes, positive hepatojugular reflux, in- 
creased heart rate, blood pressure changes, 
third heart sound, ECG changes, decreased 
nemogioDin ana nematocrit 
•Change in respiratory status, including in- 
creased respiratory rate, changes in respira- 
tion pattern, dyspnea, orthopnea, crackles, 
pulmonary congestion on X-ray 
•Changes in renal status, including intake 



greater than output; oliguria, high urine spe- 
cific gravity, weight gain, anasarca, altered 
electrolytes, change in osmolality, increased 
blood urea nitrogen, increased creatinine, de- 
creased serum protein 

•Changes in endocrine status, including men- 
tal status changes, abnormal fat distribution, 
increased blood pressure 

Associated medical diagnoses (selected) 

Acute glomerulonephritis, acute renal failure, 
chronic renal failure, congestive heart failure, 
Cushing's syndrome, hypothyroidism or myx- 
edema, Laennec's cirrhosis, malnutrition, pri- 
mary aldosteronism, pyelonephritis, syndrome 
of inappropriate antidiuretic hormone, systemic 
lupus erythematosus 

Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Blood pressure remains within the range of 

not lower than and not higher than 

(1,5) 

• Patient demonstrates no signs of hyperkale- 
mia on ECG. (1,2,5) 

• Patient maintains intake of no more than 

; output no less than (2) 

•Urine specific gravity remains between 

and (2,5) 

•Hematocrit stays above (3) 

•Blood urea nitrogen, creatinine, sodium, and 
potassium stay within acceptable levels for 
specific patient. (3) 

• Patient plans 24-hour fluid intake, as pre- 
scribed. (4,6,7) 

•Patient tolerates restricted intake with no 
physical or emotional discomfort. 
(2,5,8,9,10,11) 

• Patient's skin remains intact and infection- 
free. (12,13) 

• Patient assists with activities of daily living 
without undue fatigue. (14,15) 

• Patient ambulates and carries out activities 
of daily living safely and comfortably. (16,17) 
•Patient demonstrates skill in selecting per- 



mitted foods, such as those low in sodium, 
tow in potassium, etc. (20) 
•Patient describes signs and symptoms that 
require medical treatment. (21) 

Interventions and rationales 

1. Monitor blood pressure, pulse, cardiac 
rhythm, temperature, and breath sounds at 
least every 4 hours; record and report 
changes. Changed parameters may indicate 
altered fluid or electrolyte status. 

2. Carefully monitor intake, output, and urine 
specific gravity at least every 4 hours. Intake 
greater than output and elevated specific 
gravity may indicate fluid retention or overload. 

3. Monitor blood urea nitrogen (BUN), creati- 
nine, electrolytes, hemoglobin, and hemato- 
crit. BUN and creatinine indicate renal 
function; electrolytes, hemoglobin and hema- 
tocrit help indicate fluid status. 

4. Weigh daily before breakfast, as ordered, to 
provide consistent readings. Check for signs 
of fluid retention, such as dependent edema, 
sacral edema, ascites. 

5. Give fluids as ordered. Monitor IV. flow rate 



carefully because excess I.V. fluids can 
worsen patient's condition. * 

6. If oral fluids are allowed, help patient make 
a schedule for fluid intake. Patient involvement 
encourages compliance. * 

7. Explain the reasons for fluid and dietary re- 
strictions to enhance patient's understanding 
and compliance. 

8. Learn patient's food preferences and plan 
accordingly within prescribed dietary restric- 
tions to enhance compliance. * 

9. Provide mouth care every 4 hours. Keep 
mucous membranes moist with water-soluble 
lubricant to prevent them from dehydrating. 

10. Provide sour hard candy to decrease thirst 
and improve taste. 

11. Support patient with positive feedback 
about adherence to restrictions to encourage 
compliance. 

12. Give skin care every 4 hours. Change pa- 
tient's position at least every 2 hours. Elevate 
edematous extremities. These measures en- 
hance venous return, reduce edema, and pre- 
vent skin breakdown. 

13. Examine skin daily for signs of bruising or 

(continued) 



t Numbers following outcomes refer to interventions. 



} Indicates doctor-ordered instruction. 



Fluid volume excess 

related to compromised regulatory mechanisms 




Intervent ions and rationales (continued) 

other discoloration. Edema may cause de- 
creased tissue perfusion with skin changes. 

14. Encourage patient to help in performing 
activities of daily living. This boosts self-imag 
and helps mobilize fluid from edematous 
areas. 

15. Alternate periods of rest and activity to 
avoid i 
imbalance. 

16. Increase patient's activity level as toler- 
ated; for example, ambulate, increase seK- 
care measures performed by patient. Gradu- 



increased venous return. 

17. Apply antiembolism stockings or intermit- 
tent pneumatic compression stockings to in- 
crease venous return. Remove for 1 hour 
every 8 hours or according to hospital policy. » 

1 8. Assess skin turgor to monitor for dehydra- 
tion. 



19. Measure abdominal girth every shift to 
monitor for ascites and report changes. 

20. Have dietitian see patient to teach or rein- 



21. Educate patient regarding: 

a. environmental safety measures. 

b. fluid restriction and diet. 

c. signs and symptoms requiring immediate 
medical treatment. 

d. medications (name, dosage, frequency, 
therapeutic effects, and adverse effects). 

e. activity level. 

f. ways to prevent infection. 



leant others to participate more fully in care. 

Documentation 

• Expression of patient's needs, desires, or 

perceptions of the situation 

•Specific changes in patients physical status 



•Observations about how patient appears to 
be coping with fluid and dietary restrictions 
•Condition of skin and mucous membranes 
•Interventions performed to alleviate or re- 
solve diagnosis 

• Evaluations for each expected outcome. 
Care plan notes 



treatment 



t Indicates doctor-ordered instruction. 
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Care plan notes 



Fluid volume excess 

related to excess fluid intake or retention 
or excess sodium intake or retention 




Definition 



in- 



from one compartment to another 

Assessment 

•Neurologic status, including level of con- 
sciousness, orientation, mental status 
•Cardiovascular status, including skin color, 
temperature, turgor, jugular venous pressure, 
central venous pressure and pulmonary artery 
pressure (if available), heart rate and rhythm, 
blood pressure, heart sounds, ECG, hemoglo- 
bin, and hematocrit 

• Respiratory status, including breath sounds, 
chest X-ray, arterial blood gases, and rate, 
depth, and pattern of respiration 

• Renal status, including intake and output, 
urine specific gravity, weight, serum electro- 
lytes, serum and urine osmolality, blood urea 
nitrogen, urine and serum creatinine, serum 
protein 



Defining characteristics 



•Altered electrolytes 

•Anasarca 

•Azotemia 

•Central venous pressure changes 

•Clinical evidence of increased fluids or ; 

intake or retention 

•Edema 

•Effusion 

•Hepatojugular reflux 
•Intake greater than output 
•Mental status changes 
•Oliguria 

• Pulmonary congestion 
•Restlessness and anxiety 

• Shortness of breath, orthopnea 
•Specific gravity changes 
•Third heart sound 

•Weight gain 



Associated medical diagnoses [selected) 

Cirrhosis, congestive heart failure, hyperten- 
sion, hypoalbuminemia, portal vein thrombo- 
sis, psychogenic polydipsia, renal disease, 
small-bowel obstruction, severe burns 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient states ability to breathe comfortably. 
(1,2) 

• Patient keeps fluid intake at ml 

daily. (3,4,5) 

• Patient returns to baseline weight. (6,7) 
•Patient maintains vital signs within normal 
limits (specify). (4) 

•Patient exhibits urine specific gravity of 
1.005 to 1.010. (8) 

•Patient has normal skin turgor. (11,12) 

• Patient shows electrolytes within normal 
range (specify). (8,10) 

• Patient avoids complications of excess fluid. 
(9,11,12,13) 

• Patient states understanding of problem. (14) 
•Patient demonstrates skill in health-related 
behaviors. (14) 

Interventions and rationales 

1. Help patient into a position that aids breath- 
ing, such as Fowler's or semi-Fowler's, to im- 
prove ventilation. 

2. Administer oxygen, as ordered, to enhance 
arterial blood oxygenation. * 

3. Restrict fluids to ml per shift. Ex- 



cessive fluids will worsen patient's condition. » 

4. Monitor and record vital signs at least every 
4 hours. Changes may indicate fluid and elec- 
trolyte imbalances. 

5. Measure and record intake and output. In- 
take greater than output may indicate fluid re- 
tention and possible overload. 

6. Weigh patient at same time each day to ob- 
tain consistent readings. 

7. Administer diuretics to promote fluid excre- 
tion. Record effects. * 

8. Test urine specific gravity every 8 hours 
and record results. Monitor laboratory values 
and report significant changes to doctor. High 
specific gravity indicates fluid retention. Fluid 
overload may alter electrolyte levels. 

9. Assess patient daily for edema, including as- 
cites and dependent or sacral edema Fluid over- 
load or decreased osmotic pressure may result in 
edema, especially in dependent areas. 

10. Maintain patient on sodium-restricted diet, 
as ordered, to reduce excess fluid and prevent 
reaccumulation. * 

11. Reposition patient every 2 hours, inspect 
skin with each turn, and institute measures as 
needed to prevent skin breakdown. 



12. Apply antiembolism stockings or intermit- 
tent pneumatic compression stockings to in- 
crease venous return. Remove for 1 hour 
every 8 hours or according to institutional 
policy.* 

13. Encourage patient to cough and deep- 
breathe every 2 to 4 hours to prevent pulmo- 
nary complications. 

14. Educate patient regarding: 

a. maintenance of daily weight record. 

b. daily measuring and recording of intake 
and output. 

c. diuretic therapy. 

d. dietary restrictions, especially sodium. 
These measures encourage patient and 
caregivers to participate more fully. 

Documentation 

• Patient's perceptions of the situation 
•Observations of physical findings 

• Interventions to correct fluid volume excess 

• Patient's responses to fluid and dietary re- 
strictions 

• Patient's demonstration of skills 
•Evaluations for each expected outcome. 



t Numbers followng outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Gas exchange impairment 

related to altered oxygen-carrying 
1 of the blood 




Definition 



Interference in cellular respiration resulting 
from inadequate exchange or transport of oxy- 
gen and carbon dioxide 



Assessment 



• Neurologic status, including level of con- 
sciousness, orientation, mental status 

• Respiratory status, including respiratory rate 
and depth, symmetry of chest expansion, ac- 
cessory muscle use, cough, sputum, palpation 
for fremitus, percussion of lung fields, auscul- 
tation of breath sounds, arterial blood gases, 
pulmonary function studies 

• Cardiovascular status, including skin color 
and temperature, heart rate and rhythm, blood 
pressure, hemoglobin and hematocrit, red 
blood cell count, white blood cell count, plate- 
let count, prothrombin time, partial thrombo- 
plastin time, serum iron 

•Activity status, including such functional ca- 



pabilities as range of motion and muscle 
strength, activities of daily living, occupation 

Defining characteristics 

•Anxiety 

• Bleeding tendency 

• Confusion 

• Cyanosis 

• Decreased mental acuity 

• Dizziness 

• Dyspnea 

• Fatigue 

• Hypoxia 

• Irritability 

• Lethargy 

• Red blood cell abnormalities 



Associated medical diagnoses (selected) 

Carbon monoxide poisoning, chronic obstruc- 
tive pulmonary disease, folic acid deficiency, 
hemophilia, hypoplastic anemia, iron-defi- 
ciency anemia, leukemia, pernicious anemia, 
polycythemia vera, sickle-cell anemia, thalas- 
semia, thrombocytopenic purpura 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient carries out activities of daily living 
without weakness or fatigue. (1,2,3,4,5) 

• No signs of active bleeding appear. 
(6,7,9,10) 

• Hemoglobin and hematocrit return to normal 
level (specify). (7,8,9) 

•Clotting profile remains within normal limits 
(specify). (8) 

• Patient maintains adequate ventilation. 
(10,11) 

• Patient communicates understanding of pre- 
cautions needed to prevent bleeding. (12) 

Interventions and rationales 

1. Encourage patient to alternate periods of 
rest and activity. Activity increases tissue 
oxygen demand; rest enhances tissue 
oxygen perfusion. 

2. If patient is on bed rest, help him into a 
comfortable position and raise the side rails to 
prevent tails. Have patient turn, cough, and 
deep-breathe every 4 hours to prevent atelec- 
tasis or fluid buildup in lungs, and enhance 
blood oxygen level. 



3. Move patient slowly to avoid orthostatic hy- 
potension. 

4. Assist patient when out of bed in case of 
dizziness. Avoid bumps and scratches, which 
may cause trauma and tissue bleeding. 

5. Plan patient's activities within level of toler- 
ance, to avoid fatigue. 

6. Provide gentle oral hygiene, to avoid injur- 
incj 0f3l tnucosd. 

7. Check all urine and stools for blood to de- 
tect internal bleeding. Check for evidence of 
bleeding at least once every 8 hours. Hemor- 
rhage or bleeding may cause anemia. 

8. Administer blood or blood products and 
monitor for adverse reactions. * 

9. Consolidate laboratory work to avoid multi- 
ple needle-sticks and reduce chance of hema- 
toma or hemorrhage in patients with altered 
clotting mechanisms. Apply pressure for at 
least 1 minute after puncture to promote clot- 
ting. 

10. Auscultate lungs every 4 hours and report 
abnormalities. 

11. Monitor vital signs, cardiac rhythm, and 
arterial blood gas and hemoglobin levels. Re- 
port abnormalities. 



12. Teach patient about safety at home and 
work, including: 

a. use of soft toothbrush 

b. use of an electric razor for shaving 

c. careful use of sharp objects, such as 
knives, tweezers, scissors 

d. monitoring of urine, stools, and sputum 
for blood and reporting results immedi- 
ately if blood is present 

e. disadvantages and risks of smoking 

f. using medications (name, dosage, thera- 
peutic effect, adverse effects, precau- 
tions). These measures encourage 
patient and caregivers to participate in 
care. 

Documentation 

•Patient's expression of personal feelings 
•Observations about physical findings 

• Results of laboratory studies that signifi- 
cantly affect nursing care 

• Patient's response to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Gas exchange impairment 

related to altered oxygen supply 




Definition 



from inadequate exchange or transport of oxy- 
gen and carbon dioxide 

Assessment 

•Neurologic status, including level of con- 
sciousness, orientation, mental status 
• Respiratory status, including respiratory rate 
and depth, symmetry of chest expansion, use 
of accessory muscles, cough, sputum, palpa- 
tion for fremitus, percussion of lung fields, 
auscultation of breath sounds, arterial blood 
gases, pulmonary function studies 
•Cardiovascular status, including skin color 
and temperature, heart rate and rhythm, blood 
pressure, complete blood count 
•Activity status, including such functional ca- 
pabilities as range of motion and muscle 
strength, activities of daily living, occupation 



Defining characteristics 



•Anxiety 

•Abnormal blood oxygen levels 

•Confusion 

•Cyanosis 

• Dyspnea 

•Hypercapnia 

•Hypoxia 

•Inability to move secretions 
•Irritability 

•Mental acuity decrease 



•Somnolence 

• Tachycardia, arrhythmias 



Associated medical diagnoses i 

Acute pulmonary edema, acute respiratory 
failure, adult respiratory distress syndrome, al- 
titude sickness, carbon monoxide poisoning, 
cerebrovascular accident, gallbladder disor- 
ders requiring cholecystectomy, drug overdose 
(narcotics, barbiturates, tranquilizers), Guillain- 
Barre syndrome, head injury, myasthenia 
gravis, pneumonia, pulmonary embolism, 
spinal cord injury, conditions requiring thora- 
cotomy 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient maintains respiratory rate within ± 5 
of baseline. (1,2) 

• Patient expresses feeling of comfort in main- 
taining air exchange. (3,4) 

• Patient coughs effectively. (4,5) 
•Patient expectorates sputum. (4,5,6) 
•Patient sustains sufficient fluid intake to pre- 
vent dehydration: ml/24 hours. (8,9) 

•Patient performs activities of daily living to 
level of tolerance. (10,11) 

•Patient has normal breath sounds. 

(1,2,3,4,5,6,7,8,9,10,11,12) 

•Patient's blood gases return to baselines: 

pH; Pao 2 ; PaC0 2 ; 

Sa0 2 . (1,2,3,4,5,6,7,8,9,10,11,12) 

•Patient performs relaxation techniques every 
4 hours. (13,14) 

•Patient uses correct bronchial hygiene.(5) 

Interventions and rationales 

1. Assess and record pulmonary status. Per- 
form more frequently if patient's condition is 
unstable. Poor pulmonary status may result in 
hypoxemia. 



2. Monitor vital signs and cardiac rhythm at 
least every 4 hours to detect tachycardia and 
tachypnea that could warn of hypoxemia. 

3. Place patient in position that best facilitates 
chest expansion to enhance gas exchange. 

4. Change patient's position at least every 2 
hours to mobilize secretions and allow aera- 
tion of all lung fields. 

5. Perform bronchial hygiene as ordered, in- 
cluding coughing, percussion, postural drain- 
age, suctioning. These measures promote 
drainage and keep airways clear. 

6. Give medications, as ordered, to improve 
oxygenation. Monitor and record efficacy and 
adverse reactions to guide treatment. * 

7. Monitor oxygen therapy, which increases al- 
veolar oxygen concentration and enhances ar- 
terial blood oxygenation* 

8. Record intake and output to monitor pa- 
tient's fluid status. 

9. Report signs of dehydration or fluid over- 
load immediately. Dehydration may hinder tis- 
sue perfusion and secretion mobilization; fluid 
overload may cause pulmonary edema. 

10. Assist patient with activities of daily living 



to decrease tissue oxygen demand. 

11. Include periods of rest in care plan to re- 
duce patient's tissue oxygen demand. 

12. Monitor arterial blood gas levels and notify 
doctor immediately if Pao 2 or Sao 2 drops or 
Paco 2 rises. Administer endotracheal intuba- 
tion and mechanical ventilation if needed. This 
helps increase ventilation and gas exchange. } 

13. Teach patient relaxation techniques to re- 
duce tissue oxygen demand. 

14. Have patient perform relaxation tech- 
niques every 4 hours to establish the routine 
and reduce oxygen demand. 

Documentation 

• Patient's complaints of dyspnea, headache, 
restlessness 

• Patient's expression of well-being 
•Observations of physical findings 

• Effectiveness of medications 

•Other treatments performed by the nurse 
•Evaluations for each expected outcome. 



t Numbers tallowing outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Grieving, anticipatory 

related to perceived potential loss of significant 
object (person, job, possessions, etc.) 




Definition 



Grief response in anticipation of perceived 



Assessment 



• Type of loss expected 

• Feelings about control of situation 

• Usual patterns of coping with loss 
•Ability of patient and family to grieve over 
loss 

• Greatest fear about the loss 

• Behavioral manifestations of grieving 

• Somatic problems associated with grieving 
process, including appetite, sleep patterns, 
activity, libido 

• Support systems, including family or signifi- 
cant other, friends, clergy 



Defining characteristics 



• Altered activity level 

• Altered communication pattern 

• Altered libido 
•Anger 

•Changes in eating habits 
•Changes in sleep patterns 

• Choked feelings 

• Denial of potential loss 

• Expression of distress at potential I 
•Guilt 

• Potential loss of significant object 
•Sorrow 



Associated medical diagnoses (selected) 

Diagnoses may include recently diagnosed 
chronic or terminal diseases, such as acquired 
immunodeficiency syndrome, amyotrophic lat- 
eral sclerosis, cancer, chronic obstructive pul- 
monary disease, diabetes mellitus, leukemia, 
lupus erythematosus, multiple sclerosis, and 
rheumatoid arthritis. Also conditions that re- 
quire radical surgery, such as amputation of a 
limb, mastectomy, permanent tracheostomy or 
laryngectomy, radical neck surgery 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies the perceived potential 
loss. (1) 

• Patient expresses feelings about the poten- 
tial loss. (2,3) 

• Patient communicates understanding of 
grieving process and willingness to experience 
the process. (4) 

• Patient exercises control by making deci- 
sions about care. (5) 

• Patient uses healthful coping mechanisms to 
deal with potential loss. (6,7) 

• Patient seeks support groups. (8) 

• Patient makes plans for future. (9) 

Interventions and rationales 

1. Help patient identify the potential loss be- 
cause patient may be unable to pinpoint 
cause ot anxiety. 

2. Plan time each shift to sit and listen to pa- 
tient. If patient isn't ready to talk, spend the 
time in silence. This demonstrates concern, 
understanding, and support for the patient. 

3. Encourage patient to express feelings about 
the potential loss and its impact on well-being 
and life-style. This reinforces reality and helps 



alleviate guilt through self-assurance that ef- 
fort was made to prevent loss. 

4. Help patient understand grieving process 
and accept feelings being experienced as nor- 
mal under the present circumstances. This 
enhances patient's understanding and ability 
to cope. 

5. Encourage patient to make simple deci- 
sions related to care issues to give patient a 
sense of functional ability and control. 

6. Emphasize patient's identified strengths. 
Provide positive reinforcement as patient dem- 
onstrates effective coping behavior. This helps 
patient reestablish positive self-image and 
gain confidence. 

7. Encourage patient to use family, friends, or 
other support systems to bolster coping ability. 

8. Inform patient about existing support 
groups in the facility and the community to en- 
courage patient to seek help from available re- 
sources. 

9. Help make a specific plan for coping after 
discharge to enable patient to integrate the 
loss and adjust to life-style. 



Documentation 

• Patient's verbal expressions 

• Patient's eating, sleeping, activity patterns 

• Observation of emotional responses, such 
as crying, anger, withdrawal 

• Patient's attempt to gain control, such as 
making decisions, use of support systems 

• Interventions performed to assist patient 

• Patient's response to interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Grieving, dysfunctional 

related to actual object loss 




Definition 



Defining characteristics 



Prolongation of the normal grief response be- • Alterations in concentration or pursuit of 
yond the time one would expect resolution to 
have occurred 

Assessment 



•History of recent loss 
•Patient's usual patterns of coping with loss, 
including cultural, intellectual, emotional 
•Feelings related to loss 
•Behavioral manifestations of grieving, includ- 
ing presence and intensity of specific behav- 
iors 

• Somatic problems associated with grieving 
process, including appetite, sleep patterns, 
activity level, libido 

•Support systems, including family or signifi- 
cant other, friends, clergy 



•Alterations in eating habits, sleep patterns, 
dream patterns, activity level, libido 
•Anger 
•Crying 

• Denial of loss 
•Developmental regression 

• Difficulty in expressing loss 

• Expressions of guilt 

• Expressions of unresolved issues 
•Idealization of lost object 
•Interference with life functioning 

• Labile affect 

• Loss of health, significant other, job, or any- 
thing of importance to patient 

• Reliving of [ 



• Verbal expression of distress at loss 



Associ ated medical diagnoses (selected) 

The presence and degree of dysfunctional 
grieving depends greatly on the inner personal 
strength and support systems of the patient. 
Examples of medical diagnoses in which dys- 
functional grieving may occur include abruptio 
placenta or placenta previa resulting in fetal 
death; end-stage diseases of any kind; hyster- 
ectomy, mastectomy, orchiectomy, severe 
burns, spinal cord injury (partial or total paral- 
ysis), spontaneous or therapeutic abortion, 
surgical or traumatic limb amputation. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies the loss. (1,3) 

• Patient expresses feelings about the loss. 
(1,2) 

• Patient allows others to help in coping. (3) 

• Patient begins using healthful coping mecha- 
nisms. (4) 

• Patient communicates understanding that it's 
normal to grieve. (1,2,3,4) 

• Patient seeks out healthful support 
systems. (5) 

• Patient allows self to experience grieving 
process alone and with family. (6) 

• Patient uses appropriate support systems. 
(7,9) 

• Patient begins planning for future. (8,9) 

Interventions and rationales 

1. Encourage patient to use expressions of 
feeling that are most comfortable; for exam- 
ple, crying, talking, writing, drawing. Dysfunc- 
tional grieving may result from inability to 
express feelings freely. 

2. Spend at least 15 minutes each shift with 
patient. Allow this time for expression of feel- 
ings. Place limits on behaviors that are de- 



structive or exaggerated. Inability to identify 
anger as normal response to loss may cause 
patient to behave aggressively toward self or 
others. 

3. Help patient focus realistically on changes 
the loss has brought about. 77ws is an initial 
step in planning for future, and helps patient 
find new patterns of rewarding interactions. 

4. Encourage patient's help in self-care activi- 
ties, to reduce intensity of patient 's mourning 
and enhance sense of functional ability. 

5. Encourage patient to use available support 
systems, to provide emotional strength. 

6. Encourage patient and family to reminisce. 
Helping them engage in "life-review" often 
creates peaceful atmosphere in which loss ac- 
quires purpose and meaning. 

7. Inform patient and family about existing 
support groups in the agency and in the com- 
munity, to help prevent or reduce maladaptive 
emotional responses to loss. 

8. Help patient formulate goals for discharge 
and the future. This helps patient to place loss 
in perspective and to move on to new situa- 
tions and relationships. 

9. Refer patient to an appropriate mental 



health professional. Delayed grief reaction 
may indicate depression, which requires psy- 
chiatric intervention. 

Documentation 

•Patient's verbal expressions of grieving 

• Patient's observable behaviors, such as at- 
tempts at coping, interactions with family and 
staff 

• Description of nursing interventions and pa- 
tient's responses 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer fo Interventions. 



Growth and development alteration 

related to effects of physical disability 




Definition 



Slate in which an individual deviates from 
norms for age 



Assessment 



•Age (chronological, developmental stage) 
•Sex 

• Nature of physical disability 

• Past experience with hospitalization 

• Family system (nuclear, extended, sibling 
position) 

•Communication skills (verbal, nonverbal) 

• Motor skills 

• Socialization pattern 

• Knowledge, including educational back- 
ground, understanding of physical disability 

• Mental status, including orientation, cognitive 
and perceptual ability, memory, affect, arid 
mood behavior 



Defining characteristics 



• Delay or difficulty in performing skills typical 
of age group (motor, social, expressive) 

• Inability to perform self-care or self-control 
activities appropriate for age 

• Flat affect, listlessness, decreased verbal or 
nonverbal response 



Associated medical diagnoses 

This nursing diagnosis may apply to patients 
of all ages but will be limited here to include 
only those age 12 years or older. Diagnoses 
include cerebrovascular accident, conditions 
requiring amputation, head trauma, metastatic 
illness, orthopedic injuries, spinal cord injuries. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses concerns about physical 
disability. (1) 

• Patient identifies changes in usual communi- 
cation, motor, and socialization skills. (2) 

• Patient states a desire to regain age-appro- 
priate skills and behaviors to the extent possi- 
ble. (3) 

• Patient demonstrates age-appropriate skills 
and behaviors to the extent possible. (4) 

• Patient, family, or significant other agrees to 
seek help from peer support groups or profes- 
sional counselors to increase adaptive coping 
behaviors. (5) 

Interventions and rationales 

1. Spend specified amount of uninterrupted 
non-care-related time, perhaps 20 minutes 
twice daily, using active listening to encourage 
patient to express concerns. Active listening, 
which includes attentive involvement and 
openness to patient's concerns without inter- 
pretation, allows patient to reveal concerns at 
own pace. 

2. Urge patient to identify normal skills and 



behaviors and then describe how they should 
be altered in light of current disability. Self- 
monitoring helps patient identify normal be- 
haviors and relate behavioral changes to spe- 
cific variables. 

3. Instruct patient on age-appropriate skills 
and behaviors (chronological and developmen- 
tal) and request feedback on possible ways for 
patient to regain as many as possible. This 
helps patient to recognize regressed behavior 
and noncompliance and to adjust accordingly. 

4. Give patient positive reinforcement for dem- 
onstrating appropriate skills and behaviors to 
promote similar behavior in future. 

5. Tell patient, family, or significant other about 
social and professional support available and 
advise about the benefits of using services af- 
ter discharge. This encourages patient to seek 
help from available resources. 

Documentation 

• Assessment of observed deviations from 
norm for patient's age group 

• Patient's report of concern about disability 

• Interventions performed to assist patient in 



regaining age-appropriate skills and behaviors 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numlws following outcomes refer to interventions. 



Health maintenance alteration 

related to lack of motor skills 




Definition 



Inability to maintain a healthy state 



Assessment 



•Neuromuscular status, including muscle 
strength and mass, gross and fine motor 
skills, joint mobility, electromyelogram and 
electroencephalogram 
•Abilities and limitations, including turning, 
transferring, ambulation, wheelchair use, driv- 
ing, activities of daily living 

• Knowledge of health practices, including 
body maintenance, preventive health needs, 
health team follow-up, safety measures 

• Psychosocial support, including life-style, 
communication status (verbal, nonverbal, 
phone, written); family or significant other, 
finances 



Defining characteristics 



• Clinical evidence of deficiency in motor skills 
or ability 

• Demonstrated lack of adaptive behaviors to 
internal or external environmental changes 

• Demonstrated lack of knowledge regarding 
basic health practices 

• Reported or observed inability to take re- 
sponsibility for meeting basic health needs in 
any or all functional pattern areas 



Associated medical diagnoses (selected) 

Amyotrophic lateral sclerosis, brain tumor, ce- 
rebral palsy, cerebrovascular accident, head 
trauma, mental retardation, multiple sclerosis, 
muscular dystrophy, poliomyelitis, rheumatoid 
arthritis, spinal cord injury (quadriplegia, para- 
plegia), trauma 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient identifies necessary health mainte- 
nance activities. (1,3) 

• Patient makes decisions about daily sched- 
ule. (2) 

• Patient performs health maintenance activi- 
ties according to level of ability (specify). (3,4) 

• Patient communicates understanding of ne- 
cessity for continuous self-monitoring of body 
functions. (3,4) 

• Patient maintains muscle strength and joint 
mobility. (1,5,6) 

• Patient demonstrates specific motor skills, 
such as brushing teeth. (6) 

• Family or significant other demonstrates skill 
in carrying out activities patient cannot per- 
form. (7) 

• Patient identifies community and social re- 
sources available to help with health mainte- 
nance. (8) 

Interventions and rationales 

1. Discuss health maintenance needs with pa- 
tient while carrying out routine activities to 
reinforce their importance. 

2. Involve patient in decision making by allow- 



ing choices in determining where, when, and 
how activities are to be carried out. Ask, for 
example, "Would you like a bath or shower in 
the morning or evening?" Participation in deci- 
sion making increases feelings of indepen- 
dence. 

3. Help patient perform health maintenance 
activities, such as daily skin inspection and 
weekly catheterization for residual urine. Skill 
development should be encouraged to pro- 
mote continuation after discharge. 

4. Instruct patient in specific skills needed in 
monitoring health status to prompt participa- 
tion in sell-care. Allow patient to carry out 
skills to encourage independence. 

5. Perform or help patient perform passive and 
active range-of-motion exercises to help main- 
tain joint mobility and muscle strength. 

6. Identify level of mobility (independent in 
feeding, bathing; needs assistance to brush 
teeth; dependent in use of wheelchair) and 
communicate skill level to all personnel to pro- 
vide continuity and preserve level of indepen- 
dence. 

7. Educate family or significant other in skills 
that patient cannot perform unassisted, such 



as bathing, maintaining hygiene, driving to ap- 
pointments, transferring, or using walker. This 
allows patient, family, or significant other to 
take active role in care. 
8. Consult with social service or other health 
team members to identify health resources 
(for example, Meals On Wheels or home- 
maker services), and help patient contact and 
arrange for follow-up. These resources can 
help patient maintain independence after dis- 
charge. 

Documentation 

•Patient's identified health needs and percep- 
tions and limitations in achieving them 

• Patient's willingness to make decisions and 
participate in health maintenance activities 

• Observations of motor abilities, level of skill 
performance, and health status 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Health maintenance alteration 

related to perceptual or cognitive impairment 




Definition 



Inability to maintain a healthy state 



Assessment 



•Age 

• Current health status 

• History of neurologic, sensory, or psychologi- 
cal impairment 

• Neurologic status, including level of con- 
sciousness, orientation, cognition (memory, in- 
sight, or judgment), sensory ability, motor 
ability 

• Personal habits, such as smoking or alcohol 
consumption 

• Psychosocial status, including support sys- 
tems, personality, coping mechanisms, drug 
use, and communication status (verbal, non- 
verbal, phone, written) 



Defining characteristics 



• Impaired perceptual or cognitive functioning 

• Impaired short-term or long-term memory 

• Inability to concentrate or to follow instruc- 
tions 

• Lack of adaptive behaviors to internal or ex- 
ternal environmental changes 

• Lack of interest in health maintenance 

• Reported or observed inability to take re- 
sponsibility for meeting basic health needs in 
any or all functional pattern areas 



Associated medical diagnoses [selected) 

Alcoholic psychosis, Alzheimer's disease, an- 
oxic encephalopathy, autism, bipolar disease 
(manic or depressive phase), brain tumor, ce- 
rebrovascular accident, drug dependence, 
head injury, Huntington's disease, Laennec's 
cirrhosis, mental retardation, organic brain 
syndrome 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains current health status. 
(1,2,4) 

• Patient sustains no harm or injury. (1,2,3,4,6) 

• Patient, family member, or significant other 
verbalizes feelings and concerns. (3,7,9,10) 

• Patient, family member, or significant other 
explains health maintenance program. (3,4,5) 

• Patient, family member, or significant other 
demonstrates health maintenance program. 
(5,6) 

• Patient, family member, or significant other 
identifies health resources available. (9,10) 

• Patient, family member, or significant other 
demonstrates appropriate coping skills. (8,10) 

Interventions and rationales 

1. Determine patient's capability to maintain 
health, degree of support available from family 
or significant other, degree of motivation, and 
level of dependence. Report any changes. 
Comprehensive assessment provides a basis 
for evaluating Mure functional changes. 

2. Perform prescribed treatment for condition 
causing perceptual or cognitive impairment. 
Monitor progress and report favorable and ad- 

t Numbers following outcomes reler to interventions. 



verse responses. Evaluating patient's re- 
sponses to treatment and collaborating with 
doctor fosters appropriate care planning. * 

3. Help patient and family or significant other 
identify strengths and weaknesses in main- 
taining health; for example, self-care deficits 
present to provide focus (or interventions. Also 
help family or significant other communicate 
with patient and understand what patient's be- 
haviors mean. This reduces patient's feelings 
of helplessness and gives sense of control 
over situation. 

4. Plan a health maintenance program with 
the patient and family or significant other, ad- 
dressing current disabilities. 

a. Reorient patient as often as necessary, 
to enhance reality testing and mental 
status. Adapt environment to appear 
somewhat familiar to patient. Display 
such personal objects as pictures and 
clocks from patient's home. 

b. Provide a structured care program in 
writing to give patient sense of security. 

c. Have the same person provide care on 
an ongoing basis to provide stability. 

d. Fully describe all aspects of care to elicit 



patient's cooperation. 

e. When discussing care, give short, simple 
explanations geared to patient's level of 
understanding. This also enhances coop- 
eration. 

f. If possible, prepare patient for any unex- 
pected change to minimize disruption. 

g. Provide ample time for patient to perform 
health maintenance tasks to reduce frus- 
tration and encourage success. 

5. Urge family or significant other to carry out 
health maintenance practices. Demonstrate 
such necessary skills as bathing, feeding, and 
reality orientation; then have family member or 
significant other perform them under supervi- 
sion. Involving family or significant other al- 
lows them to solve problems with supervision 
and support. 

6. Instruct family member or significant other 
on how to maintain a safe environment to re- 
duce risk of patient injury. 

7. Encourage patient and family or significant 
other to verbalize feelings and concerns 
related to health maintenance to help them 
develop greater understanding and better 

(continued) 



t Indicates doctor-ordered instruction. 



Health maintenance alteration 

related to perceptual or cognitive impairment 




Interventions and rationales (cawed) 
manage their health. 

8. Help family or significant other develop cop- 
ing skills necessary to deal with patient. II pa- 
tient's illness is prolonged, family members or 
significant other could develop maladaptive 
coping strategies. 

9. Help family or significant other identify 
available social and community resources, 
such as a stroke support group or an Alzhei- 
mer's family support group. This helps them 
gain social support and factual information, 
and allows them to express feelings associ- 
ated with patient's disorder. 

10. Make referrals, as appropriate, to psychi- 
atric liaison nurse, social services, etc., to help 
prevent burnout among family members. 



Documentation 



• Expressions of concern by patient and family 
or significant other about patient's inability to 
maintain health 

• Observations of patient's impaired ability to 
perform self-care and response to treatment 

• Patient's response to nursing interventions 

• Instructions given to patient and family or 
significant other, their level of understanding, 
and demonstrated skill in carrying out the 
health maintenance program 

• Referrals made for patient and family or sig- 
nificant other 

• Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Health-seeking behaviors 

related to absence of aerobic exercise 
as a risk factor for coronary artery disease 




Definition 



State in which a patient in stable health ac- 
tively seeks ways to alter personal health hab- 
its or the environment in order to move toward 
optimal health 



Assessment 



• Risk factor analysis, including age, diabetes, 
elevated cholesterol level, family history, lack 
of exercise, obesity, sex, smoking, stress 
•Current health status 

• Psychosocial status, including life-style and 
motivation 

• Recognition and realization of potential 
growth, health, and autonomy 



Defining characteristics 



• Expressed concern about effect of environ- 
mental conditions on health status 

• Expressed or observed desire for increased 
control of health practices 

• Expressed or observed desire to seek higher 
level of wellness 

• Expressed or observed lack of knowledge 
about health promotion behaviors 

• Expressed or observed unfamiliarity with 
wellness community resources 



Associated medical diagnoses (selected) 

This diagnosis may coincide with any medical 
diagnosis, depending on the patient and the 
circumstances of hospitalization. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses understanding of benefits 
of an aerobic exercise program. (1) 

• Patient states understanding of aerobic exer- 
cise guidelines. (2,3,4,5,8,9) 

• Patient formulates specific exercise routine. 
(2,6) 

• Patient states proper target heart rate to be 
achieved during exercise (60-80% of 220, mi- 
nus patient's age). (2) 

• Patient demonstrates ability to take pulse ac- 
curately. (7) 

Interventions and rationales 

1. Discuss benefits of regular exercise on the 
cardiovascular and respiratory systems and on 
mental health status to introduce patient to 
the various benefits of an exercise program. 

2. Review basic components of an aerobic ex- 
ercise routine, including: 

a. Frequency (minimum of three times 
weekly) 

b. Duration (minimum of 20 minutes, not in- 
cluding 5 to 10 minutes of warm-up and 
cool-down) 

c. Intensity (work load should progress only 



according to perceived exertion and tar- 
get heart rate) 
This informs patient of minimum requirements 
needed to get aerobic benefit from exercise 
program. 

3. Discuss activities considered to be aerobic, 
such as walking, jogging, swimming, cycling, 
rowing. Patient must build individualized pro- 
gram around enjoyable activity that meets 
aerobic cntena. 

4. Recommend that patient consult with doctor 
before starting exercise program so patient 
can have exercise stress test, if necessary, 
and receive medical clearance tor exercise 
program. 

5. Recommend either a supervised or unsu- 
pervised exercise program, depending on pa- 
tient's motivation to continue the program. 




6. Review warm-up and cool-down techniques, 
which prevent abrupt changes in heart rate, 
and stretch working muscles to avoid injuries 
and an overworked heart. 



7. Instruct patient on independent pulse-taking 
techniques and monitor accuracy. Patient must 



know how to take pulse to maintain correct 
heart rate range. 

8. Instruct patient to notify doctor of any ad- 
verse symptoms experienced while exercising 
to detect any adverse effects early. 

9. Provide patient with literature on exercise 
guidelines and community exercise programs 
to reinforce teaching and provide references 
following discharge. 

Documentation 

• Patient's expression of concern about pro- 
moting a higher level of wellness 
•Patient's response to nursing interventions 

• Instructions given and patient's understand- 
ing of the instructions 

• Patient's plan of exercise after discharge 
from the hospital 

• Patient's ability to take and record pulse 

• Literature provided and referrals made to re- 
sources in the community 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Health-seeking behaviors 

related to elevated serum cholesterol level 
as a risk factor for coronary artery disease 




Definition 



Slate in which a patient in stable health ac- 
tively seeks ways to alter personal health hab- 
its or the environment in order to move toward 



Assessment 



• Risk factor analysis, including age, i 
elevated cholesterol level, family history, lack 
of exercise, obesity, sex, smoking, stress 
•Current health status 



motivation 

• Recognition and realization of potential 
growth, health, and autonomy 



Defining characteristics 



• Expressed concern about effect of environ- 
mental conditions on health status 

• Expressed or observed desire for increased 
control over health practices 

• Expressed or observed desire to seek higher 
level of wellness 

• Expressed or observed lack of knowledge 
about health promotion behaviors 

• Expressed or observed unfamiliarity with 
wellness community resources 



Associated medical diagnoses (selected) 

This diagnosis may coincide with any medical 
diagnosis, depending on the patient and the 
circumstances of hospitalization. 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



• Patient states personal cholesterol level. (1) 

• Patient reports that an elevated cholesterol 
level is a risk factor for coronary artery dis- 
ease. (2) 

• Patient states an appropriate dietary intake 
of fat and cholesterol to reduce cholesterol 
level. (3,4,5) 

• Patient identifies ways to decrease choles- 
terol level. (6) 

• Patient's cholesterol level declines to desired 
level. (1,2,3,4,5,6,7) 

•Age-appropriate illness is prevented or signs 
and symptoms of disease, if present, are con- 
trolled. (1,2,3,4,5,6,7) 

Interventions and rationales 

1. Discuss patient's cholesterol level to inform 
patient of desirable level. 

2. Discuss patient's understanding of choles- 
terol and its sources, to increase understand- 
ing of the intrinsic and extrinsic sources, and 
the connection between high levels and coro- 
nary disease. 

3. Discuss ways to lower cholesterol level to 



encourage compliance with post-discharge 
diet plan. 

4. Provide literature on cholesterol to reinforce 
teaching after discharge. 

5. Have patient meet with dietitian to correct 
any dietary imbalances and reinforce healthy 
eating habits. 

6. Review outside resources available to pa- 
tient to provide follow-up and reinforcement af- 
ter discharge. 

7. Review patient's dietary habits, foods high 
in cholesterol and saturated fats, and the im- 
portance of adhering to a low-cholesterol, low- 
fat diet to reinforce dietary teaching and 



Care plan notes 



Documentation 



• Patient s expression of concern about pro- 
moting a higher level of wellness 

• Patient's response to nursing interventions 

• Instructions provided and patient's under- 
standing of instructions 

• Literature recommended to or provided for 
the patient 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Health-seeking behaviors 

related to hypertension 
as a risk factor for coronary artery disease 




Definition 



State in which a patient in stable health ac- 
tively seeks ways to alter personal health hab- 
its or the environment in order to move toward 



Assessment 



• Risk factor analysis, including age, diabetes, 
elevated cholesterol level, family history, lack 
of exercise, obesity, sex, smoking, stress 
•Current health status 

• Psychosocial status, including life-style and 
motivation 

• Recognition and realization of potential 
growth, health, autonomy 



Defining characteristics 



• Expressed concern about current environ- 
mental conditions on health status 

• Expressed or observed desire for increased 
control over health practices 

• Expressed or observed desire to seek higher 
level of wellness 

• Expressed or observed lack of knowledge 
about health promotion behaviors 

• Expressed or observed unfamiliarity with 
wellness community resources 



Associated medical diagnoses (selected) 

This diagnosis may coincide with any medical 
diagnosis, depending on the patient and the 
circumstances of hospitalization. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses an interest in learning new 
behaviors to help reduce blood pressure. (1,2) 

• Patient states that hypertension is a risk fac- 
tor for coronary artery disease. (1,2) 

• Patient states an understanding of hyperten- 
sion and how it relates to coronary artery dis- 
ease. (3) 

• Patient identifies and demonstrates 
appropriate interventions for lowering blood 
pressure. (4) 

• Patient states own blood pressure range. (4) 

• Patient expresses and demonstrates appro- 
priate dietary measures used to reduce high 
blood pressure. (5) 

• Patient maintains blood pressure within de- 
sired limits. (1,2,3,4,5) 

• Age-appropriate illness is prevented or signs 
and symptoms of disease, if present, are con- 
trolled. (1,2,3,4,5) 

Interventions and rationales 

1. Discuss patient's understanding of hyper- 
tension and how it affects the body. Clarify 
any misconceptions. This increases patients 
awareness of hypertension's dangers. 



t Numbers following outcomes refer to interventions. 



2. Inform patient of blood pressure reading Care plan 
each time it's taken to reiterate range and give 

patient responsibility lor maintaining it. 

3. Provide patient with pamphlets on hyper- 
tension for reinforcement and easy reference 
after discharge. 

4. Instruct patient on methods to lower blood 
pressure using simple exercise and dietary 
guidelines. 

5. Have patient meet with dietitian to discuss 
low-sodium diet, assess eating habits, and 
make appropriate modifications. 

Documentation 

• Patient's expression of concern about pro- 
moting a higher level of wellness 

• Patient's response to nursing interventions 

• Instructions provided and patient's under- 
standing of instructions 

• Literature recommended or provided to the 
patient 

• Referrals made to community resources 

• Evaluations for each expected outcome. 



Health-seeking behaviors 

related to smoking 
as a risk factor for coronary artery disease 




Definition 



Its or the environment in order to move toward 
optimal health 

Assessment 

• Risk factor analysis, including age, diabetes, 
elevated cholesterol level, family history, lack 
of exercise, obesity, sex, smoking, stress 
•Current health status 

•Psychosocial status, including life-style and 
motivation 

• Recognition and realization of potential 
growth, health, autonomy 



Defining characteristics 



• Expressed concern about current environ- 
mental conditions on health status 

• Expressed or observed desire for increased 
control over health practices 

• Expressed or observed desire to seek higher 
level of wellness 

• Expressed or observed lack of knowledge 
about health promotion behaviors 

• Expressed or observed unfamiliarity with 
wellness community resources 



Associated medical diagnoses (selected) 

This diagnosis may coincide with any medical 
diagnosis, depending on the patient and the 
circumstances of hospitalization. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient states need to stop or decrease 
smoking. (1) 

• Patient states the hazards ot smoking and 
how it affects the body. (2,3,4) 

• Patient understands ways to stop or de- 
crease smoking. (5) 

• Patient chooses which alternative to imple- 
ment. (6) 

• Patient stops smoking or enters a program 
to stop smoking. (1,2,3,4,5,6,7,8) 

• Age-appropriate illness is prevented or signs 
and symptoms of disease, if present, are con- 
trolled (1,2,3,4,5,6,7,8) 

Interventions and rationales 

1. Determine patient's capability and motiva- 
tion to promote a higher level of wellness. Pa- 
tient cannot be forced to change, but rather 
must have inherent desire. 

2. Discuss with patient the hazards of smok- 
ing to emphasize nicotine's long-term detri- 
ment to body and to support behavior change. 

3. Assess patient's understanding of how 
smoking affects the body (blood pressure, 
cholesterol, clotting, heart rate). Clarify any 



misconceptions. 77ws reinforces patient's de- 
sire to change behavior. 

4. Emphasize benefits of stopping smoking to 
reinforce behavior changes. 

5. Review with patient past methods used to 
decrease or stop smoking (successful or not) 
to discover most effective methods for patient. 

6. Suggest ways for patient to decrease or 
stop smoking, including the following: 

a. List reasons to stop. 

b. Set dates to stop. 

c. Get support. 

d. Switch brands. 

e. Cut down on number smoked. 

f. Perform alternative activities. 

These measures provide patient with methods 
that can be individually implemented. 

7. Provide literature on smoking cessation to 
reinforce teaching and provide easy reference 
after discharge. 

8. Discuss resources available to support pa- 
tient's attempts to stop smoking after dis- 
charge. 



Documentation 

• Patient's expression of concern about pro- 
moting a higher level of wellness 
•Patient's response to nursing interventions 
•Instructions provided and patient's under- 
standing of instructions 

• Referrals made to smoking cessation pro- 
grams available in the hospital and community 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Health-seeking behaviors 

related to stress 
as a risk factor for coronary artery disease 




Definition 



Slate in which a patient in stable health ac- 
tively seeks ways to alter personal health hab- 
its or the environment in order to move toward 
optimal health 



Assessment 



• Risk factor analysis, including age, diabetes, 
elevated cholesterol level, family history, sex, 
lack of exercise, obesity, smoking, stress 
•Current health status 

• Psychosocial status, including life-style and 
motivation 

• Recognition and realization of potential 
growth, health, autonomy 



Defining characteristics 



• Expressed concern about effect of current 
environmental conditions on health status 

• Expressed or observed desire for increased 
control over health practices 

• Expressed or observed desire to seek higher 
level of wellness 

• Expressed or observed lack of knowledge 
about health promotion behaviors 

• Expressed or observed unfamiliarity with 
wellness community resources 



Associated medical diagnoses (selected) 

This diagnosis may coincide with any medical 
diagnosis, depending on the patient and the 
circumstances of hospitalization. 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient states that stress is a risk factor for 
coronary artery disease. (1,4) 

• Patient identifies and lists factors that create 
stress in life. (2) 

• Patient voices understanding of how stress 
affects body. (3) 

• Patient states ways to maximize positive as- 
pects and minimize negative aspects of 
stress. (5,6) 

Interventions and rationales 

1. Inform patient that stress is a risk factor for 
many major health problems, including coro- 
nary artery disease. Patient may be unaware 
that stress can contribute to disease and 
death. 

2. Review stressors in patient's personal and 
professional life and mechanisms used to 
cope with them. This increases patient's 
awareness of stressors and provides baseline 
for stress management tools. 

3. Discuss how stress affects patient's body 
and how decreasing stress changes these ef- 
fects. This encourages patient to manage 
stress as a way to improve quality of life. 



4. Discuss the difference between type A and 
type B personalities. Type A and B behaviors 
define personality type and provide framework 
for dealing with stress. 

5. Discuss with patient stress management 
techniques, including: 

a. perceiving situation differently 

b. managing time 

c. taking a mental health day or evening pe- 
riodically 

d. practicing relaxation techniques 

e. being assertive when faced with unrea- 
sonable demands 

f. improving self-image and self-esteem 

g. exercising 

h. facing problems and discussing alterna- 
tives with family or friends 

i. setting realistic goals 

j. relaxing standards of living. These mea- 
sures provide tools to manage stress. 

6. Review available community resources for 
stress management and provide literature to 
reinforce teaching after discharge. 



Documentation 

• Patient's expression of concern about pro- 
moting a higher level of wellness 

• Patient's response to nursing interventions 

• Instructions provided and patient's under- 
standing of the instructions 

• Referrals made and literature provided about 
stress management courses available in the 
community 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer to interventions. 



Home maintenance management impairment 

related to inadequate support system 




Definition 



Insufficient resources available to meet self- 
care needs ao 
tient's home 



Assessment 



• Psychosocial status 

• Support systems, including family in the 
home, close friends, organizations with which 
the patient is affiliated; if patient lives alone, 
access to family, friends, pets 

• Financial resources 

• Home environment 

• Patient's and family's or significant other's 
knowledge of disease and self-care require- 
ments 



uerining cnaracterisucs 



• Household members describe outstanding 
debts or financial crisis 

• Household members or patient express diffi- 
culty in maintaining a comfortable home 

• Household members request assistance with 
home maintenance 

• Lack of needed equipment or aids 
•Overtaxed family members 



Associated medical diagnoses 

This diagnosis may coincide with any medical 
diagnosis and frequently occurs in geriatric or 
impoverished patients. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient and family or significant other ex- 
press need to make adjustments in home to 
help manage patient's condition. (1,2) 

• Patient and family or significant other identify 
individuals or organizations that may provide 
assistance. (1,2,3,4) 

Interventions and rationales 

1. Help patient and family or significant other 
explore available resources to help identify 
discharge problems and ease transition from 
hospital to home. 

2. Provide sufficient information to patient and 
family or significant other to ensure knowledge 
necessary for them to make appropriate deci- 
sions. 

3. Refer patient to social service department, 
which can assist with follow-up care after dis- 
charge. 

4. Suggest referral to home health agency, 
homemaker service, Meals On Wheels, or 
other appropriate outside agencies for assis- 
tance and follow-up. The patient's various 
needs may be met best by a range of commu- 
nity services. 



Documentation 

• Patient's and family's or significant other's 
perception of the problem 

• Observations regarding the problem's magni- 
tude 

• Interventions performed to alleviate the prob- 
lem 

• Responses of others asked to assist with the 

. .-t-i — 
proDiem 

• Evaluations for each expected outcome. 
Care plan notes 



f Numbers following outcomes refer to interventions. 



or 



Hopelessness 

related to failing 
teteriorating physiologic condition 




Definition 



Subjective state in which an indivk 
few or no available alternatives 



own 



behalf 
Assessment 



• Nature of current medical diagnosis 

• Patient's and family's or significant other's 
knowledge of diagnosis and prognosis 
•Actual or perceived self-care deficits (spec- 
ify) 

•Mental status, including cognitive function- 
ing, affect, mood 

•Communication, including verbal (speech 
content, quality, quantity) and nonverbal (body 
positioning, eye contact, facial expression) 



family, friends 
• Past experience with loss, including body 



part or function, death, residence, employment 

• History of depression, bipolar disease, other 
psychiatric illness 

•Coping mechanisms and decision-making 
ability 

• Nutritional status, including alteration in ap- 
petite or body weight 

•Sleep pattern 

• Motivation level, including personal hygiene, 
therapies (physical and occupational therapy), 
and use of diversional activities 

• Developmental stage (Erikson's model), in- 
cluding age and role in family 

penning characteristics 

• Decreased affect 

• Decreased verbalization 

• Verbal cues, including frequent sighing and 
hopeless responses, such as "I can't," "What's 
the use," etc. 



• Nonverbal cues, such as minimal eye con- 
tact, shrugging in response to questions, turn- 



• Decreased appetite 

• Increased sleep 

• Decreased initiative and involvement in care 

Associated medical diagnoses (selected) 
Acquired immunodeficiency syndrome, amyo- 



carcinomas, cerebrovascular accident, chronic 
congestive heart failure, chronic obstructive 
pulmonary disease, Crohn's disease, end- 
stage renal disease, multiple sclerosis, mus- 
cular dystrophy, psychiatric illness, rheumatoid 
arthritis, spinal cord injuries with paralysis 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies feelings of hopelessness 
regarding current situation. (2) 

• Patient demonstrates more effective commu- 
nication skills, including direct verbal re- 
sponses to questions and increased eye 
contact. (2,3) 

• Patient resumes appropriate rest and activity 
pattern. (1,8) 

• Patient participates in self-care activities and 
in decisions regarding care planning. (4,6,7) 

• Patient uses diversional activities 
(specify). (5) 

• Patient identifies social and community re- 
sources for continued assistance. (9,10) 

Interventions and rationales 

1. Follow medical regimen to manage patient's 
physiologic condition and increase potential 
for patient's physiologic recovery. I 

2. Allow specific amount of uninterrupted, 
non-care-related time each shift to talk with 
patient. If patient chooses not to talk, spend 
time in silence. This establishes rapport with 
depressed patient even if patient talks little. 

3. Encourage patient to talk about personal 



assets and accomplishments and about im- 
provements in condition, no matter how small. 
Give positive feedback. Conversation will help 
in evaluating patient's self-concept and adap- 
tive abilities; positive feedback reinforces pa- 
tient's healthy perceptions. 

4. Direct patient's focus beyond current state. 
For example, "Your nasogastric tube will come 
out tomorrow and you'll feel more comfort- 
able." This helps instill hope in a depressed 
patient with no time perspective. 

5. Encourage patient to identify enjoyable di- 
versions and to participate in them. Lack of 
pleasurable activity can increase potential 
hazard of crisis situation. 

6. Keep patient informed of what to expect 
and when to expect it. Accurate information 
reduces patient's anxiety. 

7. Involve patient and family or significant 
other in care planning, and allow patient to 
choose degree of self-involvement. Begin by 
offering patient a choice between two alterna- 
tives. Increase alternatives as initiative im- 
proves. Cognitive disturbances associated 
with anxiety or depression often prevent pa- 
tient from making healthy decisions. 



8. Use comfort measures (give back rub, dim 
room light, reduce noise level, minimize proce- 
dures) in addition to prescribed sleep medica- 
tion, to help induce sleep. 

9. Refer patient and family or significant other 
to other disciplines (dietitian, social worker, 
clergy, mental health clinical nurse specialist) 
or support groups (I Can Cope, Ostomy Sup- 
port Group, Reach For Recovery) as neces- 
sary. These groups give patient chance to 
discuss illness with others similarly afflicted. ' 

10. Help patient mobilize resources before dis- 
charge, including contacting family and follow- 
up appointments to referral groups. This helps 
give patient a sense of future direction. 

Documentation 

• Patient's and family's knowledge of current 
condition 

• Patient's mental status 

• Patient's verbal and nonverbal behaviors 

• Interventions to increase patient's feelings of 
hope, self-worth, and initiative in self-care 

• Patient's and family's responses to nursing 
interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Hopelessness 

related to prolonged activity restriction, creating isolation 




Definition 



Subjective stale in which an individual sees 
few or no available alternatives or personal 
choices and cannot mobilize energy on own 
behalf 



Assessment 



• Nature of illness or injury 

• Activity or rest pattern before illness or injury 

• Past experience with prolonged inactivity 

• Actual or perceived self-care deficit (specify) 

• Mental status, including affect, cognitive 
functioning, mood 

• Communication, including verbal (speech 
content, quality, quantity) and nonverbal (body 
positioning, eye contact, facial expression) 



Defining characteristics 



• Absence of diversion 

• Decreased affect 

• Decreased appetite 

• Despondent mood 

• Frequent crying 

• Increased sleep 

• Lack of attention to personal grooming 

• Poor eye contact 

• Verbal cues with hopeless content 



Associated medical diagnoses (selected) 

Cardiovascular disease, orthopedic injuries re- 
quiring skeletal traction, pulmonary disease 
requiring ventilatory support, vertebral fracture 
requiring prolonged bed rest, spinal cord inju- 
ries 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identities feelings of hopelessness 
regarding current situation. (2) 

• Patient demonstrates more effective commu- 
nication. (3) 

• Patient initiates self-involvement in care. 
(1,3,4) 

• Patient describes persons, events, and inter- 
ventions that instill hope. (2,5,6) 

• Patient joins in diversional activities. (5) 

• Patient resumes appropriate sleep pattern 
and dietary intake. (1,3) 

• Patient mobilizes support systems as neces- 
sary. (5) 

• Patient begins to make plans regarding ac- 
tivity after discharge. (5,7) 

Interventions and rationales 

1. Follow medical regimen to manage patient's 
physiologic condition and increase potential 
for patient's physiological recovery. * 

2. Visit frequently, allowing for specific amount 
of uninterrupted, non-care-related time each 
shift to talk with patient. Encourage verbal re- 
sponse with open-ended statements and 
questions. This establishes rapport with a de- 



t Numbers following outcomes refer to interventions. 



pressed patient even if patient talks little. 

3. Provide structured schedule of daily rou- 
tine, including morning care, meals, therapies, 
and rest periods; post schedule within pa- 
tient's range of vision. A structured environ- 
ment helps patient move beyond emotional 
sell-absorption and locus on external factors. 

4. Encourage patient's participation in self- 
care to the extent possible to reduce patient's 
feeling of helplessness. 

5. Ask patient to identify support systems and 
enjoyable diversions and encourage their use. 
Absence of supportive persons or pleasurable 
diversions increases potential hazard of a cri- 
sis situation. 

6. Ask family member or significant other to 
bring patient a few personal belongings from 
home, such as a radio, family photographs, 
clock, or pillow. A familiar environment will re- 
duce patient's stress. 

7. Assist patient with plans for resuming activ- 
ity after discharge. As feelings of hopeless- 
ness subside, patient will be more willing to 
discuss future plans. 



Documentation 

• Patients perception of current situation 

• Patient's previous rest or activity pattern 
•Patient's mental status 

• Patient's verbal and nonverbal behavior 

• Interventions to increase patient's hope, initi- 
ative, and involvement in self-care and diver- 
sional activities 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Indicates doctor-ordered instruction. 



Hyperthermia 

related to dehydration 




Definition 



Elevation of body temperature above normal 



Assessment 



• History of pathologic conditions known to 
cause dehydration, such as anorexia nervosa 
or infection 

• Medications (diuretics, for example) 

• Physiologic manifestations of fever, including 
vital signs 

• Skin temperature 
•Skin color 

• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes, serum electrolytes, skin 
turgor, urine specific gravity 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Nutritional status, including current weight, 
dietary pattern, normal weight 



• Psychosocial status, including change in fi- 
nancial status, coping skills, recent traumatic 
event 

Defining characteristics 

•Flushed skin 

• Fever 

• Increased respiratory rate 

• Seizures 

• Skin warm to touch 
•Tachycardia 



Associated medical diagnoses 

Anorexia nervosa, depression, diabetes melli- 
tus (uncontrolled), drug toxicity, Gl dysfunction 
(involving vomiting, diarrhea, anorexia), heat 
exhaustion, infection, postoperative status. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Temperature remains normal. (1,2,3,4) 

• Fluid balance remains stable (intake equal to 
or greater than output). (4,6,7,8,9) 

• Patient states increased comfort. (3,5) 

• Complications, such as seizures, are 
avoided. (1,2,3,4,5,6) 

• Patient identifies risk factors that exacerbate 
the problem. (10,11) 

• Patient states measures to prevent dehydra- 
tion. (10,11) 

Interventions and rationale s 

1. Take patient's temperature every 4 hours, or 
more often if indicated, to evaluate effective- 
ness of interventions. Identify and record route 
to ensure accurate data comparison. 

2. Administer antipyretic medication as or- 
dered to reduce fever. Record effectiveness. * 

3. Employ measures to reduce excessive fe- 
ver, such as removing blankets and placing 
loin cloth over patient, applying ice bags to 
axilla and groin, sponging with tepid water, 
and using hypothermia blanket for temper- 
ature greater than These measures 

promote patient comfort and lower body 

t Numbers following outcomes refer to interventions. 



temperature. * 

4. Monitor and record heart rate and rhythm, 
central venous pressure, blood pressure, re- 
spiratory rate, level of responsiveness, and 
skin temperature at least every 4 hours. In- 
creased heart rate, decreased central venous 
pressure, and decreased blood pressure may 
indicate hypovolemia, which leads to de- 
creased tissue perfusion. Cool and blanched 
or mottled skin may also indicate decreased 
tissue perfusion. Increased respiratory rate 
compensates for tissue hypoxia. 

5. Observe patient for confusion or disorienta- 
tion. Report changes in mentation to doctor. 
Changed levels of consciousness may result 
from tissue hypoxia. 

6. Determine patient's preference for liquids 
(specify). Using them facilitates adequate hy- 
dration. 

7. Keep liquids at bedside and within reach to 
allow patient easy access. 

8. Encourage patient to drink as much fluid as 
possible unless contraindicated. Vigorous fluid 
intake can cause fluid overload or cardiac de- 
compensation that may worsen patient 's con- 
dition. 



9. Treat patient for dehydration: 

a. Monitor and record intake and output ac- 
curately. 

b. Administer I.V. fluids as ordered. 
These measures avoid excessive loss of 
water, sodium chloride, and potassium, t 

10. Discuss precipitating factors with patient, 
if known, to develop recommendations tor 
keeping cool and avoiding heat-related ill- 

11. Encourage adherence to other aspects of 
health care management, including dietary 
habits to help reduce lever. Patient should 
drink plenty of fluids to replace losses from 
sweating. Water, fruit juices, vegetable juices, 
or iced tea are recommended. 

Documentation 

• Physical findings 

• Nursing interventions carried out 

• Effectiveness of medications 

• Patient's response to nursing actions (behav- 
ioral, cognitive, physiologic) 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 



Hypothermia 

related to exposure 
to cold or cold environment 




Definition 



Stale in which body temperature is reduced 



Assessment 



•History of present ill 
•Circumstances surrounding development of 
hypothermia 
•Age 

• Medication history 

• Neurologic status, including level of con- 
sciousness, mental status, motor status, sen- 
sory status 

• Cardiovascular status, including blood pres- 
sure, capillary refill, ECG, heart rate and 
rhythm, pulses (apical, peripheral), tempera- 
ture 

• Respiratory status, including arterial blood 
gases, breath sounds, and role, depth, and 



• Integumentary status, including color, tem- 
perature, and turgor 



• Nutritional status, including current weight 
and dietary pattern 

• Fluid and electrolyte status, including blood 
urea nitrogen, intake and output, serum elec- 
trolytes, and urine specific gravity 
•Psychosocial status, including behavior, fi- 
nancial resources, mood, and occupation 

Defining characteristics 

Major characteristics include cool skin, mild 
shivering, and moderate pallor. Minor charac- 
teristics include cyanotic nail beds, hyperten- 
sion, slow capillary refill, piloerection, and 
tachycardia. 



Associated medical diagnoses (selected) 

Addison's disease, alcohol intoxication, cere- 
brovascular accident, cirrhosis, drug overdose, 
frostbite, hypoglycemia, myocardial infarction, 
myxedema, pancreatitis, pituitary insufficiency, 
perioperative reaction (especially after general 
anesthesia), Wernicke's encephalopathy 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Body temperature is normal. (1,2,3,4,5) 

• Skin feels warm and dry. (1,2,3) 

• Heart rate and blood pressure remain within 
normal range. (3) 

• Patient does not shiver. (4,5) 

• Patient expresses feelings of comfort. (4,5) 

• Patient shows no complications associated 
with hypothermia, such as soft tissue injury, 
fracture, dehydration, hypovolemic shock if 
warmed too quickly. (1,2,3,4,5) 

• Patient understands how to prevent recurrent 
episodes of hypothermia. (6,7) 

Interventions and rationales 

1. Monitor body temperature at least every 4 
hours or more frequently, if indicated, to evalu- 
ate effectiveness of interventions. Record tem- 
perature and route to allow accurate data 
comparison. Baseline temperatures vary, 
depending on route used. If temperature is 

*s 95° F, low-reading thermometer should be 
used. 

2. Monitor and record neurologic status at 
least every 4 hours. Falling body temperature 
and metabolic rate reduce pulse rate and 



blood pressure, which reduces blood perfusion 
to brain, resulting in disorientation, confusion, 
and unconsciousness. 

3. Monitor and record heart rate and rhythm, 
blood pressure, and respiratory rate at least 
every 4 hours. Blood pressure and pulse de- 
crease in hypothermia. During rewarming, pa- 
tient may develop hypovolemic shock. During 
warming, ventricular fibrillation and cardiac ar- 
rest may occur, possibly signaled by irregular 
pulse. 

4. Provide supportive measures, such as plac- 
ing patient in warm bed and covering with 
warm blankets; removing all wet or constrictive 
clothing; covering all metal or plastic surfaces 
that contact patient's body. These measures 
protect patient from heat loss. 

5. Follow the prescribed treatment regimen for 
hypothermia: 

a. Administer medications to prevent shiver- 
ing. Monitor effectiveness and record. * 

b. Administer analgesic for pain associated 
with warming. Monitor effectiveness and 
record. * 

c. Use hypothermia blanket if temperature 
drops below Warm patient to 



t 

d. If administering large volumes of I.V. 
fluids, consider using a fluid warmer. 
During rewarming, watch for shivering to pre- 
vent overheating. External rewarming with 
blankets is appropriate in mild hypothermia. 
I.V. fluids may be needed during rewarming to 
prevent hypovolemic shock. 

6. Discuss precipitating factors with patient, if 
indicated. Factors may include living condi- 
tions, finances, and medications (such as sed- 
atives and alcohol). 

7. Instruct patient in precautionary measures 
to avoid hypothermia, such as dressing 
warmly even when indoors, eating proper diet, 
remaining as active as possible. Precautions 
avoid accidental hypothermia. 

Documentation 

• Patient's complaints of coldness, shivering 

• Observations of physical findings 

• Interventions carried out to resolve the 
nursing diagnosis 

• Patient's response to interventions, including 
physiologic, behavioral, and cognitive 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Incontinence, bowel 

related to neuromuscular involvement 



69 



Definition 



Defining characteristics 



Involuntary passage of stool 
Assessment 



• History of neuromuscular disorder 
•Bowel elimination status, including usual 
bowel pattern, history of bowel disorder (laxa- 
tive or enema use), incontinence characteris- 
tics (frequency, awareness of need to 
defecate, precipitating factors), presence or 
absence of anal sphincter reflex, bowel 
sounds 

•Fluid and electrolyte status, including intake 
and output, urine specific gravity, skin turgor, 
mucous membranes 

•Nutritional status, including usual dietary 
pattern, appetite, tolerance or intolerance for 
foods, current weight, change from normal 
weight 

•Activity status, including type of exercise, 
frequency, duration 



'Clinical evidence of neuromuscular deficits 



Associated medical diagnoses (selected) 

Amyotrophic lateral sclerosis, brain or spinal 
cord tumor, cerebrovascular accident, diabetic 
neuropathy, Guillain-Barre syndrome, hemor- 
rhoidectomy, Huntington's disease, multiple 
sclerosis, myasthenia gravis, spinal cord i 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
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Expected outcomes j 

• Patient establishes and maintains a regular 
pattern of bowel care. (A1,2,4) or (B1.2) 

• Patient states understanding of bowel care 
routine. (A2,3,4,5) 

• Patient or caregiver demonstrates skill in 
carrying out bowel care routine with help from 
nurse. (A2,3,4,5,6) 

• Patient or caregiver demonstrates increasing 
skill in performing bowel care routine indepen- 
dently. (A1 ,2,3,4,5,6,7,8,9 and B1,2) 
•Patient participates in social activities. (A9) 

Interventions and rationales 

A Upper motor neuron lesion (anal reflex 
intact) 

1. Establish regular pattern for bowel care; for 
example, after breakfast every other day, 
maintain patient in upright position after in- 
serting suppository and allow 14 hour for sup- 
pository to melt and maximum reflex response 
to occur. Regular pattern encourages adapta- 
tion and routine physiologic function. * 

2. Discuss bowel care routine with patient and 
family to promote feelings of safety, adequacy 
and comfort. 



3. Demonstrate bowel care to patient and 
caregivers to reduce anxiety from lack of 
knowledge or involvement in care. 

4. Observe return demonstration of bowel care 
routine by patient and caregivers to check 
skills and establish a therapeutic relationship. 

5. Establish a date when patient or caregivers 
will carry out bowel routine independently, 
with supportive assistance, to reassure patient 
of dependable care. 

6. Instruct patient and family on need to regu- 
late foods and fluids that cause diarrhea or 
constipation to encourage good nutritional 
habits. 

7. Maintain dietary intake diary to identify irri- 
tating foods; instruct patient to avoid foods 
that are spicy, rich, or produce gas, to prevent 
painful flatulence. 

8. Obtain order allowing modified bowel prepa- 
rations for tests and procedures to avoid inter- 
rupting routine and to encourage regular 
bowel function. * 

9. Encourage patient to use protective pad- 
ding under clothing, changing it as necessary 
to prevent odor, skin breakdown, or embar- 
rassment, and to promote positive self-image. 



B. Lower motor neuron lesion (flaccid 
sphincter) 

1. Establish regular pattern for bowel care; for 
example, after breakfast every other day, turn 
patient on left side, put waterproof pads under 
buttocks, administer prescribed enema and al- 
low to remain in place 2 to 5 minutes. Then 
perform digital removal of stool, clean perianal 
area, and remove soiled pads. These proce- 
dures encourage regular physiologic function, 
stimulate peristalsis, minimize infection, and 
promote comfort and elimination. 

2. Follow interventions for upper motor neuron 
lesion. 

Documentation 

• Patient's feelings about the problem and the 
bowel routine 

• Bowel care routine and administration of 
suppositories and enemas 

• Description of incontinent episodes, including 
known precipitating factors, time of day, etc. 

• Patient's and caregivers' skills in bowel care 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Incontinence, bowel 

related to perceptual or cognitive impairment 




Definition 



Involuntary passage of stool 
Assessment 



• History of neurologic or psychiatric disorder 

• Fluid and electrolyte status, including intake 
and output; skin turgor, urine specific gravity, 
and mucous membranes 
•Gastrointestinal status, including usual bowel 
habits, change in bowel habits, stool charac- 
teristics (color, amount, size, consistency), 
pain or discomfort, inspection of abdomen, 
auscultation of bowel sounds, palpation for 
masses and tenderness, percussion for tym- 
pany and dullness, laxative and enema use 
•Characteristics of incontinence, including fre- 
quency, time of day, before or after meals, re- 
lationship to activity, I 
(restlessness, etc.) 



• Neurologic status, including orientation, level 
of consciousness, memory, cognitive ability 

Defining characteristics 

•Involuntary passage of stool 

• Lack of awareness of need to defecate 

• Lack of awareness of passage of stool 



Associated medical diagnoses (selected) 

Alzheimer's disease, brain tumor, cerebrovas- 
cular accident, coma, head injury, meningitis, 
organic brain syndrome 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient experiences bowel movement every 
day(s) when placed on commode/toi- 
let at a.m./p.m. (1,2) 

• Patient's skin remains clean and intact. (9) 

• Patient gains or improves control of inconti- 
nent episodes. (2) 

• Caregiver states understanding of bowel rou- 
tine. (3) 

• Caregiver demonstrates skill in placing pa- 
tient on commode. (4,5) 

• Caregiver demonstrates skill in use of sup- 
pository, if indicated. (1,6) 

• Caregiver understands and explains relation- 
ship of food and fluid regulation to promotion 
of continence. (7,8) 

• Patient maintains self-respect and dignity 
through participation and acceptance within 
group. (10) 

Interventions and rationales 

1. Establish a regular pattern for bowel care; 
for example, after breakfast every other day, 
place patient on commode chair 1 hour after 
inserting suppository; allow patient to remain 
upright for 30 minutes for maximum response; 



then cleanse anal area. Procedure encour- 
ages adaptation and routine physiologic 
function. 

2. Monitor and record incontinent episodes; 
keep baseline record for 3 to 7 days to track 
effectiveness of toileting routine. 

3. Discuss bowel care routine with family or 
caregiver to foster compliance. 

4. Demonstrate bowel care routine to family or 
caregiver to reduce anxiety from lack of 
knowledge or involvement in care. 

5. Arrange for return demonstration of bowel 
care routine to help establish therapeutic rela- 
tionship with patient and family or caregiver. 

6. Establish a date when family or caregiver 
will carry out bowel care routine with support- 
ive assistance; this will assure patient of de- 
pendable care. 

7. Instruct family or caregiver on need to reg- 
ulate foods and fluids that cause diarrhea or 
constipation to encourage helpful nutritional 
habits. 

8. Maintain a diet log to identify irritant foods, 
and then eliminate them from patient's diet. 

9. Cleanse and dry perianal area after each 
incontinent episode to prevent infection and 



promote comfort. 

10. Maintain patient's dignity by using protec- 
tive padding under clothing, by removing 
patient from group activity after incontinent 
episode, and by cleansing and returning pa- 
tient to group without undue attention. These 
measures prevent odor, skin breakdown, and 
embarrassment, and promote patient's positive 
self-image. 

Documentation 

• Patient's level of awareness, response to in- 
continent episodes, and acceptance of bowel 
care routine 

• Family's or caregiver's response to inconti- 
nence and to establishment and implementa- 
tion of a bowel care routine 
•Observation of effects of bowel care routine, 
episodes of incontinence, stool characteristics, 
and condition of skin 

• Family's or caregiver's skill in carrying out 
bowel routine and modifying diet 

• Evaluations for each expected outcome. 



t Numbers tallowing outcomes refer to interventions. 



Incontinence, functional 

related to cognitive deficits 




Definition 



of 



where patient usually does not recognize 
warning signs of bladder fullness 

Assessment 

•History of mental illness 

•Age 

•Sex 

• Vital signs 

•Genitourinary status, including frequency, 
voiding pattern 

• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes, serum electrolytes, skin 
turgor 

• Neuromuscular status, including daily living 
activities, mental status, mobility, sensory abil- 
ity to perceive bladder fullness 



•Psychosocial status, including behavior be- 
fore and after voiding, support from family or 
significant other, impact of incontinence on 
self and others, stressors (family, job, change 
in environment) 

Defining characteristics 

• Incontinence 

• Lack of awareness of need to control voiding 

• Voiding that occurs in socially unacceptable 
situations 



Associated medical diagnoses (selected) 

Alzheimer's disease, cerebrovascular accident, 
dementia, emotional illness (anxiety, depres- 
sion, schizophrenia, withdrawal, manipulative 
behavior), toxic confusional states (infection, 
myxedema, uremia, hepatic dysfunction, drug 
overdose) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voids in appropriate situations. 
(2,3,4) 

• Patient does not void in unacceptable situa- 
tions. (2,3,4) 

• Complications are avoided or minimized. 
(1,2,3) 

• Patient and family or significant other dem- 
onstrates skill in managing incontinence. (5) 

• Patient discusses impact of incontinence on 
self and family or significant other. (6) 

• Patient and family or significant other identi- 
fies resources to assist with care following dis- 
charge. (7) 

Interventions and rationales 

1. Monitor and record patient's voiding pat- 
terns to ensure correct fluid replacement ther- 
apy. 

2. Assist with specific bladder elimination pro- 
cedure, such as: 

a. bladder training. Place patient on com- 
mode or toilet every 2 hours while awake 
and once during the night. Successful 
bladder training revolves around ade- 
quate fluid intake, muscle-strengthening 



exercises, and carefully scheduled 
voiding times. 

b. rigid toilet regimen. Toilet patient at spe- 
cific intervals (every 2 hours or after 
meals). Note whether patient was wet or 
dry and whether voiding occurred at 
each interval. This helps patient adapt to 
routine physiologic function. 

c. behavior modification. Reward continence 
or voiding in lavatory. Do not punish un- 
wanted behavior, such as voiding in the 
wrong place. Reinforce behavior consis- 
tently, using social or material rewards. 
This helps patient learn alternatives to 
maladaptive behaviors. 

d. external catheter. Apply according to es- 
tablished procedure and maintain pa- 
tency. Observe condition of perineal skin 
and cleanse with soap and water at least 
twice daily. This ensures effective therapy 
and prevents infection and skin break- 
down. 

e. protective pads and garments. Use only 
when interventions have failed, to prevent 
infection and skin breakdown and pro- 
mote social acceptance. Allow at least 4 



to 6 weeks for trial period. Establishing 
continence requires prolonged effort. 

3. Maintain continence based on patient's 

voiding patterns and limitations. 

a. Use reminders. 

b. Orient patient to toileting environment, 
time, activity, and place. A structured en- 
vironment offers security and helps pa- 
tient with elimination problems. 

c. Stimulate patient's voiding reflexes (give 
patient drink of water while on toilet; 
stroke area over bladder; pour water over 
perineum). External stimulation triggers 
bladder's spastic reflex. 

d. Provide hyperactive patient with distrac- 
tor, such as magazine, to occupy atten- 
tion while on toilet. This reduces anxiety 
and eases voiding. 

e. Provide privacy and adequate time to 
void to allow patient to void easily without 
anxiety. 

f. Praise successful performance to give 
patient a sense of control and to encour- 
age compliance. 

g. Change wet clothes to accustom patient 

to dry Clothes. (continued) 



t Numbers following outcomes refer to interventions. 



Care plan notes 



Incontinence, functional 

related io sensory or mobility deficits 




Definition 



Involuntary and unpredictable passage of 
urine in socially unacceptable situations, 
where patient usually does not recognize 



Assessment 



• History of mental retardation, trauma, alco- 
hol abuse 

• Medication history 
•Age 

•Sex 

• Vital signs 

• Genitourinary status, including amount, ex- 
tent of clothing wetness due to urine, fre- 
quency, palpation of bladder, urine leakage 
when standing or sitting, voiding pattern 

• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes, serum electrolytes, skin 
turgor, urine specific gravity 



• Neuromuscular status, including manual dex- 
terity, mental status, mobility, motor ability to 
start and stop urine stream, rectal exam (mus- 
cle tone, prostate size, fecal impaction), sen- 
sory ability to perceive bladder fullness 

• Psychosocial status, including behavior be- 
fore and after voiding, coping skills, support 
from family or significant other, perception of 
health problem, self-concept, stressors (fi- 
nances, job, change in environment) 

Defining characteristics 

• Incontinence 

• Nocturia 

• Voiding that occurs before reaching an ap- 
propriate site or receptacle 

• Warning signals of bladder fullness usually 
not recognized 



Associated medical diagnoses < 

Alcohol abuse, Alzheimer's disease, closed 
head injuries, episodic loss of consciousness 
(seizures, hypoglycemia, dementia), mental 
retardation, toxic confusional states (infection, 
myxedema, uremia, hepatic dysfunction, drug 
overdose) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voids in appropriate situation using 
suitable receptacle. (2,3,4) 

•Patient voids at specific times. (2,3) 

• Patient has no wet episodes. (2,3,5) 

• Patient maintains fluid balance; intake 
equals output. (1,4) 

• Complications are avoided or minimized. 
(1,2,3,9) 

• Patient and family or significant other dem- 
onstrate skill in managing incontinence. (6) 

• Patient discusses impact of incontinence on 
self and significant other. (7) 

• Patient and family or significant other identi- 
fies resources to assist with care following dis- 
charge. (8) 

Interventions and rationales 

1. Monitor patient's voiding pattern; document 
and report intake and output to ensure correct 
fluid replacement therapy. 

2. Assist with specific bladder elimination pro- 
cedure, such as: 

a. bladder training. Place patient on com- 
mode or toilet every 2 hours while awake 
and once during the night. Successful 



bladder training revolves around ade- 
quate fluid intake, muscle-strengthening 
exercises, and carefully scheduled void- 
ing times. 

b. rigid toilet regimen. Toilet patient at spe- 
cific intervals (every 2 hours or after 
meals). Note whether patient was wet or 
dry and whether voiding occurred at 
each interval. This helps patient adapt to 
routine physiologic function. 

c. external catheter. Apply according to es- 
tablished procedure and maintain pa- 
tency. Observe condition of perineal skin 
and cleanse with soap and water at least 
twice daily. This ensures effective therapy 
and prevents infection and skin break- 
down. 

d. protective pads and garments. Use only 
after incontinence management proce- 
dures have failed, to prevent infection 
and skin breakdown and promote social 
acceptance. Allow at least 4 to 6 weeks 
for trial period. Establishing continence 
requires prolonged effort. 

3. Maintain continence based on patient's 
voiding patterns and limitations. 



a. Use reminders. 

b. Orient patient to toileting environment, 
time, and place of activity. A structured 
environment offers security and helps pa- 
tient with elimination problems. 

c. Stimulate voiding reflexes. Give patient a 
drink of water while on the toilet; stroke 
the area over the bladder; pour water 
over the perineum. External stimulation 
triggers bladder's spastic reflex. 

d. For hyperactive patients, provide a dis- 
tractor, such as a magazine, to occupy 
attention while on the toilet. This reduces 
anxiety and eases voiding. 

e. Provide privacy and adequate time to 
void to allow patient to void easily without 
anxiety. 

f. Praise successful performance to give 
patient a sense of control and encourage 
compliance. 

g. Change wet clothes to accustom patient 
to dry clothes. 

h. Teach family members and support per- 
sonnel to assist, thus reducing anxiety 
that results from noninvolvement and In- 

(continued) 



1 Numbers following outcomes refer to Interventions 



Incontinence, functional 

related to sensory or mobility deficits 




Interventions and rationales (continued] 

creasing chances for successful treat- 
ment. 

i. Respond quickly to patient's call light to 
avoid delays in voiding routine. 

j. Choose patient's clothing to promote 
ease in dressing and undressing. (For ex- 
ample, use Velcro fasteners and gowns 
instead of pajamas.) This reduces pa- 
tient's frustration with voiding routine. 

4. Schedule patient's fluid intake to encourage 
voiding at convenient times. Maintain ade- 
quate hydration up to 3,000 ml daily, unless 
contraindicated. Optimum time interval be- 
tween voidings is based on reasonable disten- 
tion of bladder. Limit fluid intake to 150 ml 
after supper to reduce need to void at night. 

5. Decrease patient's use of alcohol to reduce 
sensory or mobility deficits. 

6. Instruct patient and family or significant 
other on continence techniques to be used at 
home. Have patient and family or significant 



other return demonstrations. This will increase 
the chances for successful bladder retraining. 

7. Encourage patient and family or significant 
other to share feelings related to incontinence. 
This allows specific problems to be identified 
and resolved. Attentive listening conveys 
recognition and respect 

8. Refer patient and family or significant other 
to psychiatric liaison nurse, Visiting Nurses 
Association, support group, and similar re- 
sources when appropriate to provide access 
to additional community resources. 

9. Keep skin as clean and dry as possible. 
Use mild soap and water to cleanse urea 
burns and prevent skin breakdown. 

Documentation 

• Observations of incontinence and response 
to treatment regimen 

• Interventions to provide supportive care and 
patient's response 

• Instructions given to patient and family or 



significant other; return demonstration of 
knowledge and skills needed to carry out con- 
tinence management techniques 

• Patient's expression of concern about incon- 
tinence problem and motivation to participate 
in self-care 

• Evaluations for each expected outcome. 
Care plan notes 
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Care plan notes 



Incontinence, reflex 

related to sensory or neuromuscular impairment 




Definition 



Involuntary loss of urine, controlled by spinal 
cord reflex, occurring at somewhat predictable 
intervals when a specific bladder volume is 
reached 



Assessment 



• History of sensory or neuromuscular impair- 
ment 

• History of urinary tract disease, trauma, sur- 
gery, or infection 

• Genitourinary status, including bladder pal- 
pation, residual urine volume after voiding, uri- 
nalysis, urine characteristics, urine culture and 
sensitivity, voiding patterns 

• Neuromuscular status, including anal sphinc- 
ter tone, motor ability to start and stop urine 
stream, neuromuscular function, sensory abil- 
ity to perceive bladder fullness and voiding, 
and involuntary voiding after stimulation of 
skin on abdomen, thighs, or genitals 

• Fluid and electrolyte status, including blood 



urea nitrogen, creatinine, intake and output, 
medication history, mucous membranes, 
serum electrolytes, skin turgor, urine specific 
gravity 

•Sexuality status, including capability, con- 
cerns, and habits 

• Psychosocial status, including coping skills, 
self-concept, and perception of problem by pa- 
tient and family or significant other 

Defining characteristics 

• Frequency 

• Interrupted, involuntary, or incomplete void- 
ing 

• Involuntary bladder contractions, which may 
occur with involuntary spasms of lower ex- 
tremities 

• No awareness of bladder filling 

• No feelings of fullness or urge to void 

• Normal or increased anal sphincter tone 

• Reduced bladder capacity 

• Voiding and involuntary contractions of the 



extremities triggered by stimulation of skin on 
the abdomen, thighs, genitals 

Associated medical diagnoses (selected) 

Cerebrovascular accident, multiple sclerosis, 
Parkinson's disease, prolapsed intervertebral 
disk, upper motor neuron damage resulting 
from spinal cord tumor, spinal cord trauma, ar- 
teriosclerosis of spinal cord. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains fluid balance; intake 
equals output. (1,3,4) 

• Complications are avoided or minimized. 
(1,2,3) 

• Patient achieves urinary continence. (2) 

• Patient and family or significant other dem- 
onstrate skill in managing urinary inconti- 
nence. (4) 

• Patient discusses impact of incontinence on 
self, family, and significant others. (5) 

• Patient and family or significant other identify 
resources to assist with care following dis- 
charge. (6) 

Interventions and rationales 

1. Monitor intake and output, to ensure correct 
fluid replacement therapy. Report output 
greater than intake. 

2. Implement and monitor effectiveness of 
specific bladder elimination procedure, such 
as: 

a. reflex arc stimulation. Patient who voids 
at somewhat predictable intervals may 
be able to regulate voiding by reflex arc 
stimulation. Voiding should be triggered 



at regular intervals (for example, every 2 
hours) by stimulating skin of abdomen, 
thighs, or genitals to initiate bladder con- 
tractions. Avoid stimulation at nonvoiding 
times. Stimulate primitive voiding reflexes 
by giving patient water to drink while he 
sits on the toilet, or pouring water over 
the perineum. External stimulation trig- 
gers bladder's spastic reflex. 

b. applying external catheter according to 
established procedure and maintaining 
patency. Observe condition of perineal 
skin and cleanse with soap and water at 
least twice daily. Cleanliness avoids skin 
breakdown or infection. External catheter 
protects surrounding skin, promotes ac- 
curate output measurement, and keeps 
patient dry. Applying foam strip in spiral 
fashion increases adhesive surface and 
cuts risk of impaired circulation. 

c. indwelling (Foley) catheter. Monitor pa- 
tency and keep tubing free of kinks to 
avoid drainage pooling and assure accu- 
rate therapy. Keep drainage bag below 
level of bladder to avoid urine reflux into 
bladder. Perform catheter care according 



to established procedure. Maintain closed 
drainage system to prevent bacterium. 
Secure catheter to leg (female) or abdo- 
men (male) to avoid tension on bladder 
and sphincter. 

d. suprapubic catheter. Change dressing 
according to established procedure to 
avoid skin breakdown. Monitor patency 
and keep tubing free of kinks to avoid 
drainage pooling in loops of catheter. 
Keep drainage bag below bladder level to 
avoid urine reflux into badder. Maintain 
closed drainage system to prevent bac- 
teriuria. 

e. changing wet clothes to prevent patient 
from becoming accustomed to wet 
clothes. 

3. Encourage high fluid intake (2,500 ml daily, 
unless contraindicated) to stimulate micturition 
reflex. Limit fluid intake after 7 p.m. to prevent 
nocturia. 

4. Instruct patient and family or significant 
other on continence techniques to be used at 
home. Have patient and family member or sig- 
nificant other return demonstrations until 

(continued) 
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Incontinence, reflex 

related to sensory or neuromuscular impairment 




Interve ntions and rationales (continued) 

procedure can be performed well. Patient edu- 
cation begins with assessment and depends 
on nurse's establishing therapeutic relationship 
with patient and family. 

5. Encourage patient and family or significant 
other to share feelings and concerns regard- 
ing incontinence. A trusting environment al- 
lows nurse to make specific recommendations 
to resolve patient's problems. 

6. Refer patient and family or significant other 
to psychiatric liaison nurse, visiting nurse's as- 
sociation, support group, other resources as 
appropriate. Community resources often pro- 
vide health care not available from other 
health agencies. 

Documentation 

•Observations of urologic condition and re- 
sponse to treatment regimen 
• Interventions to provide supportive care and 
patient's response 



• Instructions given to patient and family or 
significant other; return demonstration of 
knowledge and skills needed to carry out con- 
tinence management techniques 

• Patient's expression of concern about incon- 
tinence and its impact on body image and life- 
style; patient's motivation to participate in self- 
care 

• Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Incontinence, stress 

related to weak pelvic musculature 




Definition 



Loss of urine (less than 50 ml) resulting from 



Assessment 



• History of long-term use of tranquilizers, mul- 
tiple pregnancies, prolonged or difficult labor, 
surgery, trauma, vaginal infections 

•Age 
•Sex 

• Vital signs 

• Genitourinary status, including inspection of 
abdomen for scars from previous surgeries, 
rectal examination, vaginal examination, void- 
ing pattern, and leakage of urine during 
sneezing, laughing, vomiting, coughing, defe- 
cating, physical exertion, or change from 
prone to upright position 

• Fluid and electrolyte status, including creati- 
nine, blood urea nitrogen, estrogen levels, in- 
take and output, mucous membranes, serum 
electrolytes, skin turgor 



•Nutritional status, including appetite, dietary 
habits, present weight 

• Neuromuscular status, including degree of 
neuromuscular function, motor ability to start 
or stop urine stream, sensory ability to per- 
ceive fullness 

•Sexuality status, including capability, con- 
cerns, habits, and patterns 

• Psychosocial status, including coping skills, 
self-concept, stressors (finances, family, job), 
and perception of problem by family members 
or significant others 

Defining characteristics 

• Dribbling with increased abdominal pressure 

• Frequency 

• Incontinence 

• Urgency 



Associated medical diagnoses (selected) 

Atrophic senile vaginitis, atrophic urethritis 
secondary to estrogen deficiency, cystocele, 
gravid uterus, multiple pregnancies, obesity, 
pelvic fracture, pelvic tumor, disorders requir- 
ing radical prostatectomy or sphincterostomy; 
urethrocele, uterine prolapse 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains continence. (1,2,5,9) 

• Patient states increased comfort. (2,7) 

• Patient states understanding of treatment. 
(2,3,4,9) 

• Patient states understanding of surgical pro- 
cedure. (7) 

• Patient and family or significant other dem- 
onstrate skill in managing urinary elimination 
problems. (5,6,9) 

• Patient and family or significant other identify 
resources to assist with care following dis- 
charge. (8,9,10) 

Interventions and rationales 

1. Observe patient's voiding patterns, time of 
voiding, amount voided, and whether voiding 
is provoked by stimuli. Accurate, thorough as- 
sessment lorms the basis of an effective treat- 
ment plan. 

2. Provide appropriate care for the urologic 
condition present, monitor progress, and re- 
port patient's responses to treatment. Patient 
expects to receive adequate care and to par- 
ticipate in decisions regarding care. * 

3. Help patient to strengthen pelvic floor mus- 



cles by Kegel exercises for sphincter control. 
Exercises increase muscle tone and restore 
cortical control. 

4. Promote patient's awareness of condition 
through education to help patient understand 
illness as well as treatment. 

5. Help patient reduce intra-abdominal pres- 
sure by: 

a. weight reduction 

b. avoiding heavy lifting 

c. avoiding chairs or beds that are too high 
or too low. These measures reduce in- 
traabdominal pressure and bladder pres- 
sure. 

6. Provide supportive measures: 

a. Respond to call light quickly, assign pa- 
tient to bed next to bathroom, put night 
light in bathroom, and have patient wear 
clothing that's easily removed (gown 
rather than pajamas, Velcro fasteners 
rather than buttons or zippers). Early rec- 
ognition of problems promotes contin- 
ence; easily removed clothing reduces 
patient frustration and helps achieve con- 
tinence. 

b. Provide privacy during toileting to reduce 



t Numbers following outcomes reler lo interventions. 



anxiety and promote elimination. 

c. Have patient empty bladder before 
meals, at bedtime, and before leaving ac- 
cessible bathroom area to promote elimi- 
nation, avoid accidents, and help relieve 
intraabdominal pressure. 

d. Limit fluids to 150 ml after dinner to re- 
duce patient's need to void at night. 

e. Encourage high fluid intake, unless con- 
traindicated, to moisten mucous mem- 
branes and maintain hydration. 

f. Before going on a long trip, patient may 
eat increased amount of salty food (un- 
less contraindicated). Increased sodium 
decreases urine production. 

g. Make protective pads available for pa- 
tient's undergarments, if needed, to ab- 
sorb urine, protect skin, and control 
odors. 

7. If surgery is scheduled, give attentive, ap- 
propriate preoperative and postoperative in- 
structions and care to reduce patient's anxiety 
and build trust in caregivers. 

8. Encourage patient to ventilate feelings and 
concerns related to urologic problems. This 



t Indicates doctor-ordered instruction. 



Incontinence, stress 

related to weak pelvic musculature 



helps patient focus on specific problem. 

9. Refer patient and family or significant other 
to psychiatric liaison nurse, support group, or 
other resources, as appropriate, Community 
resources often provide health care not avail- 
able from other health agencies. 

10. Alert patient and family or significant other 
to need for toilet schedule. Prepare for dis- 
charge according to individual needs to en- 
sure that patient will receive proper care. 

Documentation 

• Observations of urologic condition and pa- 
tient's response to treatment regimen 

• Interventions to provide supportive care and 
patient's response to interventions 

• Instructions given to patient and family or 
significant other on urologic problem present, 
their response to instructions, and demon- 
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strated ability to carry out self-care manage- Care plan notes 
ment 

• Patient's expression of concern about the 
urologic problem and its impact on body im- 
age and life-style 

• Patient's motivation to participate in self-care 

• Evaluations for each expected outcome. 



Care plan notes 



Incontinence, total I 

related to neurologic dysfunction 75a 



Definition 



Continuous and unpredictable passage ot 
urine 



Assessment 



• History of trauma, sensory or neuromuscular 
impairment, surgery, congenital anomalies 

• Vital signs 
•Age 
•Sex 

• Genitourinary status, including palpation of 
bladder, previous bladder elimination proce- 
dures, urinalysis, urine characteristics, use of 
urinary assistive devices, voiding pattern 

• Fluid and electrolyte status, including BUN, 
creatinine, intake and output, mucous mem- 
branes, skin turgor, serum electrolytes 

• Neuromuscular status, including degree of 
neuromuscular function, motor ability to start 
or stop urine stream, sensory ability to per- 
ceive bladder fullness 

•Sexuality status, including capability, con- 



cerns, and sexual partner 

• Psychosocial status, including patient's per- 
ception of health problem, coping skills, family 
or significant other, self-concept 

Defining characteristics 

• Constant flow of urine occurs at unpredict- 
able times without distention or uninhibited 
bladder contractions or spasms 

• Incontinence refractory to treatments 

• Lack of awareness of incontinence, perineal 
fullness, or t 

• Nocturia 



Associated medical diagnoses i 

Cerebral tumor; cerebrovascular accident; 
congenital anomalies, such as bladder exstro- 
phy, ectopic ureters, and epispadias; diabetes 
mellitus; fistulas secondary to trauma, gyne- 
cologic procedures, long labor, or radiation 
therapy; multiple sclerosis; neuromuscular 
trauma related to abdominal perineal resec- 
tions or retropubic prostatectomy; and spinal 
cord injury or tumor 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains fluid balance; intake 
equals output. (1) 

• Patient states increased comfort. (2,3,4) 
•Complications are avoided or minimized. 
(2,3,4) 

• Patient contains urine. (2,3) 

• Patient and family or significant other dem- 
onstrate skill in managing incontinence. (4) 

• Patient and family or significant other dis- 
cuss impact of incontinence on their lives. (5) 

• Patient and family or significant other identify 
resources to assist with care following dis- 
charge. (6) 

Interventions and rationales 

1. Monitor patient's voiding pattern; document 
and report intake and output to ensure correct 
fluid replacement therapy. 

2. Assist with specific bladder elimination pro- 
cedure ordered, such as: 

a. external catheter. Apply according to es- 
tablished procedure and maintain pa- 
tency. Avoid constriction. Observe 
condition of Derineal area and cleanse 
with soap and water at least twice daily. 

t Numbers following outcomes refer to interventions. 



Reusable penile sheaths are available for 
long-term use. Cleanliness prevents skin 
breakdown or infection. External catheter 
protects surrounding skin, promotes ac- 
curate output measurement, and keeps 
patient dry. Applying foam strip in spiral 
fashion increases adhesive surface and 
cuts risk of impaired circulation. 

b. indwelling (Foley) catheter. Monitor pa- 
tency and keep tubing free of kinks to 
avoid drainage pooling and assure accu- 
rate therapy. Keep drainage bag below 
level of bladder to avoid urine reflux into 
bladder. Cleanse urinary meatus accord- 
ing to established procedure to reduce 
risk of infection. Maintain closed drainage 
system to prevent bacteriuria. Secure 
catheter to leg (female) or abdomen 
(male) to avoid tension on bladder and 
sphincter.* 

c. suprapubic catheter. Monitor patency, 
change dressing, and cleanse catheter 
site according to established policy to 
avoid skin breakdown. Keep tubing free 
of kinks; keep drainage bag below level 
of bladder to prevent urine reflux into 



bladder. Maintain closed drainage system 
to prevent bacteriuria. * 

d. body-worn appliances. These are body- 
worn "urinals" to fit over the penis, a 
drainage bag. and waist and leg straps 
for body attachment, to protect skin and 
keep patient dry. Selection depends on 
patient's self-help skills. Appliances need 
regular, careful washing to protect skin 
and keep patient dry. 

e. incontinence aids. (1) Pad and pants; ab- 
sorbent pad with protective waterproof 
shield. (2) Drip collector: absorbent 
pouch fits over penis. (3) Bed protector: 
absorbent pad protects bed. These aids 
trap urine to keep it away from patient's 
skin. 

f. Disguise urinary bag by placing it in 
shopping bag or tote bag. 

3. Provide supportive measures: 
a. Regulate fluid intake on a specific sched- 
ule to encourage voiding at convenient 
times. Maintain adequate hydration up to 
3,000 ml daily, unless contraindicated. 
Limit fluid intake to 150 ml after dinner to 
(continued) 

t Indicates doctor-ordered instruction. 



Incontinence, total 

related to neurologic dysfunction 




Int ervention s and rationales (continued! 

reduce need to void at night. 

b. Clothe patient to promote ease in dress- 
ing and undressing, and to accommodate 
appliance. (For example, use Velcro fas- 
teners and gowns rather than pajamas.) 
Unwieldy clothing increases patient frus- 
tration with voiding routine. 

c. Keep skin as clean and dry as possible 
to promote skin integrity. Treat urea burns 
by cleansing with mild soap and water. 

4. Instruct patient and family or significant 
other on continence techniques for home use. 
Provide for return demonstrations. Patient ed- 
ucation begins with assessment and depends 
on nurse's establishing therapeutic relationship 
with patient and family. 

5, Encourage patient and family or significant 
other to share feelings and concerns related 
to incontinence. A trusting environment allows 
nurse to make specific recommendations to 
resolve patient's problems. 



6. Refer patient and family or significant other Care plan notes 
to psychiatric liaison nurse, visiting nurse's as- 
sociation, support group, or other resources, 
as appropriate. Community resources often 
provide health care not available from other 
health agencies. 

Documentation 



• Observations of incontinence and response 
to treatment regimen 

• Interventions to provide supportive care and 
patient's response to interventions 

• Instructions given to patient and family or 
significant other, their understanding of infor- 
mation, and their demonstrated ability to carry 
out continence management techniques 

• Patient's expressions of concern about in- 
continence and motivation to participate in 
self-care 

• Evaluations for each expected outcome. 
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Care plan notes 



Incontinence, urge 

related to decreased bladder capacity 




Definition 



Involuntary passage of urine occurring shortly 
alter a strong sense ol urgency to void 



Assessment 



• History of cerebrovascular accident, urinary 
tract disease, spinal cord injury, surgery, in- 
fection 

• Medication history 

• Vital signs 

• Genitourinary status, including cystometro- 
gram, pain or discomfort, urinalysis, urine spe- 
cific gravity, use of urinary assistive devices, 
voiding pattern 

• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes, postvoiding residual vol- 
ume, skin turgor, serum electrolytes 

• Neuromuscular status, including ambulation 
ability, degree of neuromuscular function, dex- 
terity, and sensory ability to perceive fullness 

• Sexuality status, including capability, con- 



cerns, habits, and sexual partner 

• Psychosocial status, including coping skills, 
self-concept, stressors (finances, family, job), 
and perception of health problem by patient, 
family, or significant other 

Defining characteristics 

• Bladder contraction or spasm 

• Dysuria 

• Frequency 

• Hesitancy 

• Incontinence 

• Loss of urine regardless of position 

• Nocturia 

• Sensory or neuromuscular impairment of uri- 
nary tract 

•Urgency 



Associated medical diagnoses (selected) 

Acute bladder infection, Alzheimer's disease, 
bladder cancer, brain trauma or tumor, cere- 
brovascular accident, dementia, incomplete 
supraspinal cord injury, interstitial cystitis, mul- 
tiple sclerosis, outlet obstruction, Parkinson's 
disease, spinal compression, transverse myeli- 
tis, urethritis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains continence. (1,2,3,4,8) 

• Patient states increased comfort. (2,5) 

• Patient states understanding of treatment. 
(5,6) 

• Complications are avoided or minimized. 
(1,2,3,7) 

• Patient discusses impact of urologic disorder 
on self and family or significant other. (5,7,8) 

• Patient and family or significant other dem- 
onstrate skill in managing incontinence. 
(2,4,7,8) 

Interventions and rationales 

1. Observe voiding pattern; document intake 
and output. This ensures correct fluid replace- 
ment therapy and provides information about 
patient's ability to void adequately. 

2. Provide appropriate care for urologic condi- 
tion present, monitor progress, and report pa- 
tient's responses to treatment. Patient should 
receive adequate and qualilied care, and be 
allowed to understand and participate in care 
as much as possible. ♦ 

3. Provide supportive measures: 

a. Administer medication and monitor effec- 




anxietyA 

b. Prepare pleasant toilet environment that's 
warm, clean, and free of odors to pro- 
mote continence. 

c. Place commode to the right of bed, or 
assign a bed next to the bathroom. A 
bedside commode or convenient bath- 
room requires less energy expenditure 
than bedpan. 

d. Keep bed and commode at same level to 
facilitate patient 's movements. 

e. Provide good lighting from bed to bath- 
room to reduce sensory misinterpreta- 
tion. 

f. Remove all obstacles between bed and 
bathroom to reduce chance of falling. 

g. Provide clock to help patient maintain 
voiding schedule through self-monitoring. 

h. Unless contraindicated. maintain fluids to 
3,000 ml daily to moisten mucous mem- 
branes and ensure hydration: limit patient 
to 150 ml after supper to reduce need to 
void at night. 

i. Have patient wear clothes that are easily 



removed (gown instead of pajamas, Vel- 
cro fasteners instead of buttons or zip- 
pers) to reduce frustration and delay in 
voiding routine. 
j. If caught short on way to bathroom, in- 
struct patient to stop and take a deep 
breath. Anxiety and rushing caused by 
anxiety may strengthen bladder contrac- 
tions. 

4. Assist with specific bladder elimination pro- 
cedures: 

a. bladder training. Place patient on com- 
mode every 2 hours while awake and 
once during the night. Provide privacy. 
Gradually increase intervals between toi- 
leting. These measures aim to restore a 
regular voiding pattern. 

b. rigid toilet regimen. Toilet patient at spe- 
cific times (for example, every 2 hours). 
This aids adaptation to routine physiolog- 
ical function. Keep baseline micturition 
record for 3 to 7 days to monitor toileting 
&ff sctiv&n&ss. 

5. Encourage patient to ventilate feelings and 
concerns related to his or her urologic prob- 

(conlinued) 



t Numbers following outcomes refer lo interventions. 



} Indicates doctor-ordered instruction. 



Incontinence, urge 

related to decreased bladder capacity 




Interventions and ra tionales (continued) Documentation 

lem to identify patient's fears. 

6. Explain urologic condition to patient and 
family or significant other; include instructions 
on preventive measures and established blad- 
der schedule. Patient education begins with 
educational assessment and depends on es- 
tablishing a therapeutic relationship with pa- 
tient and family. Prepare patient for discharge 
according to individual needs, so patient can 
practice under supervision. 

7. Instruct patient and family or significant 
other on continence techniques for home use. 
This reduces fear and anxiety resulting from 
lack of knowledge of patient's condition, and 
reassures patient of continuing care. 

8. Refer patient and family or significant other 
to psychiatric liaison nurse, support group, or 
other resources, as appropriate. Community 
resources often provide health care not avail- 
able from other health agencies. 



• Observations of urologic condition and pa- 
tient's response to treatment regimen 

• Interventions to provide supportive care 

• Patient's response to nursing interventions 

• Instruction given to patient and family or sig- 
nificant other on urologic problem, their re- 
sponse to instructions, and their demonstrated 
ability to carry out self-care management 

• Patient's expression of concern about the 
urologic problem and its impact on body im- 
age and life-style; patient's motivation to par- 
ticipate in self-care 

• Evaluations for each expected outcome. 



Care plan notes 
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Infant feeding pattern, ineffective 

to neurologic impairment or developmental delay 




Definition 



Impaired ability of an infant to suck or coordi- 
nate the suck-and-swallow response 



Assessment 



• Perinatal history, including gestational age 
and Apgar score 

• Suck and swallow reflex, including condition 
of lip and palate 

• Nutritional status, including intake (type, 
amount, and frequency of feedings), output 
(frequency, amount and characteristics of 
urine), current weight, weight change since 
delivery, skin turgor, signs of dehydration 

• Laboratory studies, including glucose and 
bilirubin levels 

• Parental assessment, including age, maturity 
level, previous experience with infant feeding 



Defining characteristics 



•Inability to coordinate sucking, swallowing, 
and breathing 

• Inability to initiate or sustain an effective 
suck 



Associated medical diagnoses (selected) 

Cleft lip, cleft palate, microcephaly, neonatal 
anomaly, neurologic impairment, prematurity 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Neonate does not lose more than 10% of 
birth weight within first week of life. (1,9,13) 

• Neonate gains 4 to 7 ounces per week after 
the first week of life. (1,9) 

•Factors which interfere with the neonate es- 
tablishing an effective feeding pattern are 
identified. (2,17) 

•Parents express increased confidence in 

their ability to perform appropriate feeding 

techniques. (3,4,5,6,7,8) 

•Neonate does not experience dehydration. 

(12,13) 

• Neonate receives adequate supplemental 
nutrition until able to suckle sufficiently. 
(9,14,15,16) 

•Neonate establishes effective suck and swal- 
low reflexes which allow for an adequate in- 
take of nutrients. (2,10,11,17) 

Interventions and rationales 

1. Using the same scale, weigh neonate at 
same time each day to ensure early recogni- 
tion of excessive weight loss. 

2. Continuously assess neonate's sucking pat- 
tern to monitor for ineffective patterns. 



3. Assess parents' knowledge of feeding tech- 
niques to help identify and clear up miscon- 
ceptions. 

4. Assess parents' level of anxiety with regard 
to neonate's feeding difficulty. Anxiety may in- 
terfere with parents ' ability to learn new tech- 
niques. 

5. Remain with parents and neonate during 
feeding to identify problem areas and direct 
interventions. 

6. Teach parents to place neonate in upright 
position during feeding to prevent aspiration. 

7. Teach parents to unwrap and position a 
sleepy neonate before feeding to ensure that 
infant is awake and alert enough to suckle 
sufficiently. 

8. Provide positive reinforcement for parents' 
efforts to improve feeding technique to de- 
crease anxiety and enhance feelings of suc- 
cess and self-esteem. 

9. For bottle-feeding, record amount ingested 
at each feeding. For breastfeeding, record 
number of minutes neonate nurses at each 
breast, and amount of any supplement in- 
gested to monitor for inadequate caloric and 
fluid intake. 



10. Provide an alternative nipple, such as a 
preemie nipple. A preemie nipple has a larger 
hole and softer texture which make it easier 
for neonate to obtain formula. 

11. For breastfeeding, ensure neonate's 
tongue is properly positioned under mother's 
nipple to facilitate adequate sucking. 

12. Monitor neonate for poor skin turgor, dry 
mucous membranes, decreased or concen- 
trated urine, sunken fontanels and eyeballs to 
detect possible dehydration. Initiate immediate 
intervention to ensure neonate's well-being. 

13. Record number of stools and amount of 
urine voided each shift. Altered bowel elimina- 
tion pattern may indicate decreased food in- 
take; decreased amounts of concentrated 
urine may indicate dehydration. 

14. Assess need for gavage feeding. Neonate 
may require a temporary, alternative means of 
obtaining adequate fluids and calories. 

15. Alternate oral and gavage feeding to con- 
serve neonate's energy. 

16. If intravenous nourishment is necessary, 
assess the insertion site, amount infused, and 
infusion rate every hour to monitor fluid intake 

(continues! 



t Numbers following outcomes refer to interventions. 



Infant feeding pattern, ineffective 

related to neurologic impairment or developmental delay 




Interventions and rationales (continued) 



and identify complications associated with in- 
travenous therapy, such as infiltration and 
phlebitis. 

17. Assess neonate for neurologic deficits or 
other pathophysiologic causes of ineffective 
sucking to identify the need for more exten- 
sive evaluation. 

Documentation 

•Frequency, amount, and type of fluid in- 
gested by neonate 
•Effectiveness of suck reflex 
•Neonate's daily weight 
•Parents' knowledge of feeding techniques, 
involvement with caretaking, and bonding with 
neonate 

• Frequency of bowel elimination and urination 
•Signs of dehydration 
•Nursing interventions and neonate's re- 
sponse 



• Use of special feeding techniques and Care plan notes 
equipment 

• Laboratory data 

• Parents' and neonate's responses to nursing 
interventions 

• Evidence of neurologic or other physical im- 
pairment in neonate 

• Evaluations for each expected outcome. 
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Care plan notes 



Infection, high risk for 

related to external factors 



78a 



Definition 



Presence of internal or external hazards that 
threaten physical well-being 



Risk factors 



Assessment 



•Health history, including accidents. ; 
falls, hyperthermia, hypothermia, poisoning, 
seizures, trauma, exposure to pollutants 

• Sensory or perceptual changes (auditory, 
gustatory, kinesthetic, olfactory, tactile, visual) 
•Circumstances of present situation that 
could lead to infection 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
serum albumin, white blood cell count, and 
cultures of blood, body fluid, sputum, urine, 
wounds 



•Admission to hospital 
•Age (over 65) 
•Chemotherapy 
•Hemodialysis 

•Hospitalized longer than 1 month 
•Immobility 

•Indwelling urinary catheter 
■Intravenous catheter 
■Invasive monitoring procedures 



•Prophylactic antibiotic therapy 
•Respiratory treatments (endotracheal or tra- 
cheostomy tube, humidifier or nebulizer, venti- 



■ Surgical procedure 



Associated medical diagnoses w*m 

Although any patient can develop a nosoco- 
mial infection, debilitated, elderly, and postop- 
erative patients (especially transplantation 
patients) are at greatest risk. Associated med- 
ical diagnoses include acquired immunodefi- 
ciency syndrome, acute renal failure, acute 
respiratory failure, cancer, cirrhosis, conges- 
tive heart failure, diabetes mellitus, hepatitis, 
multiple sclerosis, multisystem trauma, spinal 
cord injury. 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes j 

•Temperature stays within normal range. (2) 
•White blood cell count and differential stay 
within normal range. (3) 

• No pathogens appear in cultures. (4) 

• Patient maintains good personal and oral hy- 
giene. (5,6,8) 

• Respiratory secretions are clear and odor- 
less. (9,12,13,15) 

• Urine remains clear yellow, odorless, with no 
sediment. (9) 

• Patient shows no evidence of diarrhea. (7) 
•Wounds and incisions appear clean, pink, 
and free of purulent drainage. (9) 

•IV. sites show no signs of inflammation. 
(9,10,11) 

• Patient shows no evidence of skin impair- 
ment. (14) 

• Patient takes ml of fluid and 

g of protein daily. (16,17) 

•Patient states infection risk factors. (19) 
•Patient identifies signs and symptoms of in- 
fection. (19) 

• Patient remains free of all signs and symp- 
toms of infection. (1-19) 



Interventions and rationales 

1. Minimize patient's risk of infection by: 

a. washing hands before and after providing 
care. Handwashing is the single best way 
to avoid spreading pathogens. 

b. wearing gloves to maintain asepsis when 
providing direct care. Gloves offer protec- 
tion when handling wound dressings or 
carrying out various treatments. 

2. Monitor temperature at least every 4 hours 
and record on graph paper. Report elevations 
immediately. Sustained temperature elevation 
after surgery may signal onset of pulmonary 
complications, wound infection or dehiscence, 
urinary infection, or thrombophlebitis. 

3. Monitor white blood cell count, as ordered. 
Report elevations or depressions. Elevated to- 
tal white blood cells indicate infection. Mark- 
edly decreased while blood cells may indicate 
decreased production resulting from extreme 
debilitation or severe lack of vitamins and 
amino acids. Any damage to bone marrow 
may suppress white blood cell formation. * 

4. Culture urine, respiratory secretions, wound 
drainage, or blood according to hospital policy 



and doctor's order. This identifies pathogens 
and guides antibiotic therapy. 5 

5. Help patient wash hands before and after 
meals and after using the bathroom, bedpan, 
or urinal. Handwashing prevents spread of 
pathogens to other objects and food. 

6. Assist patient when necessary to ensure 
that the perianal area is clean after elimina- 
tion. Cleaning perineal area by wiping from 
area of least contamination (urinary meatus/ 
to area of most contamination (anus) helps 
prevent genitourinary infections. 

7. Instruct the patient to report incidents of 
loose stools or diarrhea. Inform the doctor im- 
mediately. Loose stools or diarrhea may indi- 
cate the need to discontinue or change 
antibiotic therapy. They may also indicate the 
need to test for Clostridium difficile. 

8. Offer oral hygiene to the patient every 4 
hours to prevent colonization of bacteria and 
reduce the risk of descending infection. Dis- 
ease and malnutrition may reduce moisture in 
mucous membranes of mouth and lips. 

9. Use strict aseptic technique when suction- 
ing the lower airway, inserting indwelling uri- 

(continued) 



t Numbers Mowing outcomes refer lo interventions 



} Indicates doctor-ordered instruction. 



Infection, high risk for I 

related to external factors 78b 



Interventions and rationales (continued) 

nary catheters, inserting IV. catheters, and 
providing wound care to avoid spreading path- 
ogens. 

10. Change I.V. tubing and give site care ev- 
ery 24 to 48 hours or as hospital policy dic- 
tates to help keep pathogens from entering 
the body. 

11. Rotate I.V. sites every 48 to 72 hours or 
as hospital policy dictates to reduce chances 
of infection at individual sites. 

12. Have patient cough and deep-breathe ev- 
ery 4 hours after surgery to help remove se- 
cretions and prevent pulmonary complications. 

13. Provide tissues and disposal bag for ex- 
pectorated sputum. Convenient disposal en- 
courages expectoration; sanitary disposal 
reduces spread of infection. 

14. Help patient turn every 2 hours. Provide 
skin care, particularly over bony prominences, 
to help prevent venous stasis and skin break- 
down. 



15. Use sterile water for humidification or ne- 
bulization of oxygen. This prevents drying and 
irritation of respiratory mucosa, impaired cili- 
ary action, and thickening of secretions within 
respiratory tract. 

16. Encourage fluid intake of 3,000 to 4,000 
ml daily, unless contramdicated, to help thin 
mucous secretions. 

17. Ensure adequate nutritional intake. Offer 
high-protein supplements unless contraindi- 
cated. This helps stabilize weight, improves 
muscle tone and mass, and aids wound 
healing. 

18. Arrange for reverse isolation if patient has 
compromised immune system. Monitor flow 
and number of visitors. These measures pro- 
tect patient from pathogens in the environ- 
ment. 

19. Educate the patient regarding: 

a. good handwashing technique 

b. factors that increase infection risk 

c. infection signs and symptoms. 



These measures 
care 



to participate in 
to main- 



tain optimum health level. 
Documentation 



•Temperature 

• Dates, times, and sites of all cultures 

• Dates, times, and sites of all catheter inser- 
tions 

•Appearance of all invasive catheter sites, 

tube sites, and wounds 

•Interventions performed to reduce infection 

risk 

• Patients response to nursing interventions 

• Evaluations for each expected outcome. 
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Care plan notes 



Infection, high risk for 

related to surgical incision 




Definition 



Accentuated risk of invasion of a surgical 
wound by a pathogenic organism (bacteria, 
virus, fungus, protozoa, parasite) from either 
endogenous or environmental sources 



Assessment 



•Sex 
•Weight 

• Reason for surgery 

• Type of surgery 

•Current health status, including vital signs, 
temperature, nutritional status, integumentary 
status 

• Laboratory studies, including hematocrit and 
hemoglobin, complete blood count, electro- 
lytes, urinalysis, blood cultures, blood coagu- 
lation studies, immunologic and serologic 
tests, liver function tests 

• Presence of infection (urinary, respiratory, 
oral) 



• Health history, including drug allergies, re- 
cent infection, substance abuse, chronic meta- 
bolic or systemic disease (diabetes mellitus; 
cardiovascular, hepatic, or renal disease; co- 
agulation disorders; splenic or bone marrow 



•Anticipated length of surgery 
•Current medical treatments, including radia- 
tion therapy, chemotherapy, antibiotic or anti- 
fungal therapy, steroid treatment, anticoagu- 
lant or thrombolytic therapy, immunosuppres- 
sive therapy 

• Presence of invasive devices, including 
Foley catheter, endotracheal tube, tracheos- 
tomy tube, IV. lines, central venous and arte- 
rial lines, drains, gastric feeding tubes 

• Wound classification (clean, clean-contami- 
nated, contaminated, dirty) 



Risk factors 



•Altered immune function 
•Chronic illness 

• Immobility 

• Impaired cardiovascular functioning leading 
to decreased oxygen transport 

• Malnutrition 

• Substance abuse 

Associated medical diagnoses (selected) 
Acquired immunodeficiency syndrome, ane- 
mia, blood dyscrasia, cancer, cardiovascular 
disease, chronic obstructive pulmonary dis- 
ease, diabetes mellitus, emphysema, hepati- 
tis, leukemia, liver cirrhosis, malnutrition, 
multiple myeloma, open wounds or lesions, 
peripheral vascular disease, portal hyperten- 
sion, rheumatoid arthritis, substance abuse, sys- 
temic lupus erythematosus, thrombocytopenia 
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Expected outcomes t 

•Vital signs, temperature, and laboratory val- 
ues remain within the patient's normal limits. 
(1,8,9,10,13,16) 

• Incision site remains free of signs and symp- 
toms of infection. 
(2,3,4,5,6,7,8,9,10,12,14,15,16) 

• Dehiscence does not occur. (11,16) 

Interventions and rationales 

1. Document and report results of preopera- 
tive nursing assessment. Identify risk factors 
predisposing the patient to infection. A com- 
plete nursing assessment allows development 
olan individualized care plan. 

2. Make sure all surgical team members wear 
appropriate operating room (OR) attire. The 
human body is a major source of microbial 
contamination. 

3. Inspect the OR for cleanliness before open- 
ing supplies and instruments to provide a safe 
environment. 

4. Perform a surgical hand scrub. Put on ster- 
ile gown and gloves. Place sterile drapes on 
the patient, furniture, and equipment. The sur- 
gical hand scrub minimizes the number of mi- 



croorganisms on the skin. Sterile gown and 
gloves protect against contamination. Sterile 
drapes create the sterile field. 

5. Check the package integrity, chemical indi- 
cator, and, if appropriate, the expiration date 
on all sterile items before dispensing them 
onto the sterile field. All items used within the 
field must be sterile. 

6. Closely monitor the sterile field and initiate 
corrective measures when a break in tech- 
nique occurs. Contamination of the sterile field 
may lead to wound contamination and subse- 
quent infection. 

7. Use proper technique when opening items 
onto the sterile field to avoid contamination. 

8. Perform preoperative skin preparation of the 
surgical site. Skin preparation reduces the 
resident microbial count to subpathogenic 
amounts and inhibits rapid rebound growth of 
microbes. 

9. Keep OR doors closed at all times and min- 
imize traffic in and out. Air turbulence caused 
by movement and the mixing of corridor air 
with room air can sharply increase OR bacte- 
rial counts. 

10. Maintain room temperature of 68° to 75° F 



(20° to 23.9° C) and the relative humidity at 
50% ±10, unless contraindicated. Cooler air 
temperature and lower humidity inhibit micro- 
bial growth. 

11. Classify the surgical wound according to 
the degree of contamination of the wound and 
surrounding tissue. Classification helps to as- 
sess the risk of wound infection from an en- 
dogenous source and determine the need for 
antibiotic therapy. 

12. Wash hands following contact with the pa- 
tient or any object contaminated with blood or 
body fluids. Handwashing is the most effective 
means for preventing microbial transmission. 

13. Administer antibiotics, as ordered. Intra- 
operative administration of antibiotics can de- 
crease the incidence of wound infection and 
lessen its severity, t 

14. Disinfect and sterilize all instruments and 
equipment before and immediately after the 
surgical procedure. All instruments and equip- 
ment used during surgery must be free of mi- 
croorganisms. Sterilizing instruments and 
equipment after use prevents growth and 
spread of microorganisms during storage. 

(continued] 



t Numbers following oulcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Infection, high risk for 

related to surgical incision 




Interventions and rationales 



(continued) 



15. Promptly clean areas outside the sterile 
field that become contaminated by blood, tis- 
sue, or body fluids with an approved disinfec- 
tant to prevent the distribution ot microbes into 
the environment. 

16. Apply sterile dressing to the surgical 
wound before removing the surgical drapes to 
avoid wound contamination and subsequent 
infection. 

Documentation 

• Results of preoperative nursing assessment 

• Operative procedure 

• Type of anesthesia 

• Surgical times (time patient entered OR, 
time incision was made, time incision was 
closed, time patient left OR) 

• Wound classification 

• Intraoperative administration of antibiotics 

• Presence of packing, drains, Foley catheter, 
or other invasive devices 



• Intraoperative insertion of permanent or tem- 
porary implants 

• Type of wound closure method 

• Type of dressing applied 

• Estimated intraoperative blood loss 

• Evaluations for each expected outcome. 

Care plan notes 
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Injury, high risk for 

related to lack of awareness of environmental hazards 




Definition 



<rm caused by 
in the environ- 



ment 

Assessment 



•Age 

•Health history, including accidents, (alls, ex- 
posure to environmental hazards 

• Environmental factors, including household 
layout, electrical wiring, lighting, utilities, fire 
precautions, presence of toxic or noxious sub- 
stances, medications, special safety needs, 
childproofing 

• Mental status, including mood, affect, 
thought processes, thought content, orienta- 
tion, judgment, ability to perform activities of 
daily living 

• Knowledge, including understanding of 
household safety precautions, automobile 
safety 



•Participation in recreational activities, such 
as swimming, diving, motorcycling, bicycling, 
contact sports 

Risk factors 

•Access to poisons or toxins 
•Age (infant, child, over 65) 

• Evidence of environmental hazards 
•History of household or automobile acci- 
dents 

• Improper use of toys 

• Lack of knowledge of environmental hazards 

• Lack of knowledge of household safety pre- 
cautions 



Associated medical diagnoses 

Burns, inhalation injuries, poisoning, psychiat- 
ric disorders, suffocation, trauma 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



•Patient and family acknowledge presence of 
environmental hazards in their everyday sur- 
roundings. (1,4) 

• Patient and family practice safety and take 
safety precautions in the home. (2) 
•Adults in household instruct children in 
safety habits. (3) 

•Adults in household childproof the house to 
ensure safety of young children and cogni- 
tively impaired adults. (2,4) 

Interventions and rationales 

1. Help patient identify situations and hazards 
that can cause accidents to increase the pa- 
tient's awareness of potential dangers. 

2. Encourage patient to make repairs and re- 
move potential safety hazards from the envi- 
ronment to i 
3.1 

with children, for example: 

a. Don't play with matches. 

b. Use electrical equipment carefully. 

c. Know location of fire escape route. 

d. Don't speak to strangers. 

e. Dial 911 in an emergency. 



Teaching by parents fosters household safety. 
4. Refer patient to appropriate community re- 
sources for more information about identifying 
and removing safety hazards. This enables 
patient and family to alter environment to 



Care plan notes 



Documentation 



• Patient's statements about situations that 
cause accidents and injuries 

• Patient's lack of awareness of. or disregard 
for, safety hazards 

• Patient's cognitive deficits that inhibit learn- 
ing or attention to safety hazards 
•Interventions to help patient recognize and 
eliminate safety hazards 

• Patient's or family's response to nursing in- 
terventions 

•Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Injury, high risk for I 

related to sensory or motor deficits 81 



De finition 

Accentuated risk of physical harm caused by 
sensory or motor deficits 

Assessment 

•Age 

• Nature of sensory or motor deficit 

• Health history, including cerebral function, 
mobility, sensory function, use of adaptive de- 
vices 

• Psychological status, including substance 
abuse, familiarity with surroundings, mental 
status, coping skills, self-concept 

• Medication use, including understanding of 
medications, compliance with prescribed regi- 
men, use of over-the-counter medications, in- 
teractions 

• Knowledge, including understanding of 
safety precautions 

• Medication history 

• Pain or fatigue 

• Laboratory studies, including complete blood 



count and differential, coagulation studies 

• Diagnostic tests, including chest X-ray, cra- 
nial X-ray 

• Sensory status, including hearing, vision, 
touch, taste 

Risk factors 

• Brain injury 

• Contractures 

• Developmental disability 

•History of accidents (falls, burns, cuts, 
bruises, scrapes) 

• Impaired mobility (immobilization, limited or 
restricted movement, pain with movement, 
vertigo ) 

• Inflamed joints 

• Injuries in various stages of healing 

• Misuse of adaptive devices or equipment 
(wheelchairs, crutches, walkers, grabbers, 
canes) 

• Muscle spasticity 

• Paralysis 



•Paresis 

• Polypharmacy or medication overdose 
•Sensory deficits (decreased or absent vision, 
hearing, thermal perception) 

• Skeletal deformities 
•Substance abuse 
•Unsteady gait 

Associated medical diagnoses (selected) 

Cardiac disorders, blindness, deafness, hallu- 
cinations, hematologic disorders, limb amputa- 
tion, muscular disorders, neural disorders, 
organic brain syndrome, posttraumatic head 
injury (closed head injury), pulmonary disor- 
ders, skeletal disorders, syncope, tinnitus, tis- 
sue hypoxemia or hypoperfusion, vertigo 

Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient identifies factors that increase poten- 
tial for injury. (1,3) 

•Patient assists in identifying and applying 
safety measures to prevent injury. (2) 

• Patient and family or significant other de- 
velop strategy to maintain safety. (3) 

• Patient optimizes activities of daily living 
within sensorimotor limitations. (2) 

Interventions and rationales 

1. Observe for factors that may cause or con- 
tribute to injury to increase awareness ot pa- 
tient, significant other, and caregivers. 

2. Improve environmental safety, as needed: 

a. Orient patient to environment. Assess pa- 
tient's ability to use call bell, side rails, 
and bed positioning controls. Keep bed 
at lowest level and conduct close night 
watch. These measures will help patient 
cope with unfamiliar surroundings. 

b. Teach patient and family about need for 
safe illumination. Advise patient to wear 
sunglasses to reduce glare. Advise using 
contrast colors in household furnishings. 



These measures will enhance visual dis- 
crimination. 

c. Test heating pads and bath water before 
using; assess extremities daily for injury 
to assist patient with decreased tactile 
sensitivity. 

d. For the patient with hearing loss, encourage 
use of hearing aid to minimize deficit. 

e. Teach patient with unstable gait correct 
use of adaptive devices to decrease po- 
tential for injury. 

3. Provide additional patient teaching as 
needed. Possible topics may include house- 
hold, automobile, and pedestrian safety. Refer 
patient to appropriate resources (police, fire, 
home health care association) for more infor- 
mation. Health education can help patient take 
steps to prevent injury. 

Documentation 

•Statements by patient and family or signifi- 
cant other about potential for injury due to 
sensory or motor deficits 
• Manifestations of deficit 
•Observation or knowledge of unsafe prac- 
tices 



• Interventions to decrease risk of injury to pa- 
tient 

•Patient's responses to nursing interventions 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Injury, high risk for 

related to surgical positioning 




Definition 



Risk factors 



Accentuated risk of tissue injury, neuromuscu- 
lar impairment, vascular compromise, or im- 
paired gas exchange during surgery 



• Reason for surgery 

•Type of surgery and its expected length 

• Health status, including age, weight, vital 
signs, nutritional status, integumentary status, 
musculoskeletal status, hydration status, tem- 
perature, peripheral vascular status, neuro- 
logic status, smoking history 

• Laboratory studies, including hematocrit and 
hemoglobin, complete blood count, electro- 
lytes, urinalysis, blood coagulation studies, 
liver function tests 

•Mobility status, including range of motion; 
presence of prosthesis: limb abnormality, im- 
pairment, or injury 

•Current medical treatments, including radia- 
tion therapy, chemotherapy, steroid therapy 



•Altered circulation or sensation 
•Altered metabolic or nutritional state (obe- 
sity, emaciation) 
•Anesthesia (general, regional) 

• Bony prominences 
•Broken skin 

•Cardiovascular, hepatic, renal, or respiratory 
disease; diabetes mellitus; musculoskeletal 
disorders 

• Edema 

• Extended surgery 
•Hypovolemia 
•Immobility 

•Mechanical factors, including friction, pres- 



sure, or shearing force 



Associated medical diagnoses mm 

Any disease that may require surgery. 

Supine position: Abdominal aortic aneurysm 
resection, appendectomy, arthroscopy, arthrot- 
omy. bowel resection, bronchoscopy, cholecys- 
tectomy, colostomy, coronary artery bypass 
grafting, cystectomy, exploratory laparotomy, 
gastrectomy, hernia repair, ileal conduit, me- 
diastinoscopy, splenectomy, total abdominal 
hysterectomy, pacemaker insertion, rotator 
cuff repair 

Prone position: Achilles tendon repair, anal 
fissurectomy or fistulectomy, hemorrhoidec- 
tomy, laminectomy (thoracic, lumbar), pilonidal 
cyst excision, posterior cervical fusion, spinal 
fusion with Harrington rods 

Lateral position: Descending thoracic aortic 
aneurysm resection, nephrectomy, nephrolith- 
otomy, thoracotomy, total hip arthroplasty 

Lithotomy position: Anterior or posterior 
vaginal repair, conization of the cervix, dilata- 

(conlinued) 
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Associated medical diagnoses (comnj 

tion and curettage, hemorrhoidectomy and 
other rectal procedures, laparoscopy, laser va- 
porization, perineal condyloma, low anterior 
bowel resection, rectovaginal or vesicovaginal 
fistulectomy, total vaginal hysterectomy, uter- 
ine or bladder suspension 

Expected outcomes t 

•Patient maintains effective breathing patterns 
and adequate cardiac output. (1,5,6) 
•Patient shows no evidence of tissue injury, 
neuromuscular impairment, or vascular com- 
promise. (1,2,3,4,5,6,7) 

Interventions and rationales 

1. Document and report results of preopera- 
tive nursing assessment. Identify factors pre- 
disposing the patient to pressure tissue injury. 
This information guides interventions. 

2. Use appropriate mode of patient transporta- 
tion (stretcher, patient bed, wheel chair, crib) 
to ensure patient safety. 

3. Make sure an adequate number of staff as- 
sist with transferring patient. A minimum of 
two staff are needed for moving the patient 



onto the operating room (OR) bed. A minimum 
of four staff are needed for moving the anes- 
thetized patient off the OR bed. Adequate 
staffing enhances safety. 

4. Check the OR bed preoperative^ for proper 
functioning. Intraoperative bed malfunction can 
result in increased anesthesia time and a 
more difficult surgical approach. 

5. Ensure proper positioning. 
Supine: 

a. Check alignment of neck and spine. 

b. Check that legs are straight and uncross 
ankles. Crossed ankles cause pressure 
on tissue, vessels, and nerves. 

c. Place safety strap 2 inches above the 
knees, tight enough to restrain without 
compromising superficial venous return. 
Applied too tightly, safety strap may 
cause venous thrombosis or compression 
of the tibial, peroneal, or sciatic nerves. 

d. Secure arms at sides with draw sheet, 
palms down, making sure no part of arm 
or hand extends over mattress. Alterna- 
tively, secure arms on padded arm 
boards at less than 90 degree angle from 
body, palms supinated. Hyperextension 



can cause injury to the brachial plexus. 
Supination of palms minimizes pressure. 

e. Apply eye pads if eyelids will not remain 
closed or if surgery is being performed 
on head, neck, or chest. If allowed to re- 
main open, the eye may dry out and be- 
come infected. Corneal abrasions may 
result from drapes and other foreign ma- 
terial rubbing against eye. 

f. If surgery is expected to last more than 2 
hours or if patient is predisposed to pres- 
sure injury, place padding under occiput, 
scapulae, olecranon, sacrum, coccyx, 
and calcaneus to protect potential pres- 
sure points. Apply a padded foot board to 
support the feet, avoid plantar flexion, 
and prevent stretching of the tibial nerve 
and subsequent foot drop. 

g. Unless contraindicated, place a foam 
doughnut or small pillow under head to 
prevent stretching of the neck muscles. 

Prone: 

a. Make sure at least four staff members . 
assist when turning the patient to assure 
safety. 

(continued) 



t Numbers following outcomes refer to interventions. 



Injury, high risk for 

related to surgical positioning 



82b 



Interventions and rationales 



b. Place a foam doughnut or small pillow 
under head. Check lower eye and ear for 
excessive pressure. Apply eye pads. 
Head support assists in maintaining cer- 
vical and thoracic spine alignment. 
Checking dependent ear and eye lowers 
risk of pressure injury. Pads protect eyes. 

c. Place arms on armboards extended in 
front beside head with elbows slightly 
flexed and palms pronated to prevent 
strain on shoulder, elbows, and wrist 
joints. 

d. Check for proper alignment of neck and 
spine. 

e. Check female patient's breasts and male 
patient's genitalia for excessive pressure 
from chest rolls or laminectomy brace to 
avoid soft tissue and nerve injury. 

f. Check bilateral pulses of upper and lower 
extremifies. Top and bottom edges of 
chest rolls or laminectomy brace may 



compress radial and femoral arteries. 

g. Place padding under knees to avoid in- 
jury to soft tissue and knee joint. 

h. Place a pillow under ankles to avoid putting 
pressure on toes and feet, stretching the tib- 
ialnerve, or causing plantar flexion. 

i. Place safety strap 2" above the knees, 
securely but not too tightly to restrain pa- 
tient without compromising superficial ve- 
nous return. 

j. If surgery is expected to last more than 2 
hours or if patient is predisposed to pres- 
sure injury, place padding under acromion 
process, olecranon, and anterior iliac 
spine to protect pressure points. ' 
Lateral: 

a. Make sure at least four staff members 
assist when turning patient to assure 
safety. 

b. Check neck and spine for proper align- 
ment. 

c. Place a foam doughnut or small pillow 



under patient's head. Check dependent 
eye and ear for excessive pressure. Ap- 
ply eye pads. Head supports assist in 
maintaining cervical and thoracic spine 
alignment. Checking dependent ear and 
eye lowers risk of pressure injury. Pads 
protect patient's eyes. 

d. Place a small roll under dependent lower 
axilla to relieve pressure on the chest 
and axilla, allow for adequate chest ex- 
pansion, and prevent compression of the 
brachial plexus by the humeral head. 

e. Place lower arm on arm board less than 
90 degree angle from body, palm supi- 
nated. Place upper arm on an elevated 
padded support, less than 90 degree an- 
gle from body, palm pronated, and apply 
restraints to avoid injury to the brachial 



f. Place bottom leg flexed at the hip and 
knee and the top leg straight. Flexing the 
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Interventions and rationales j continued) 

bottom leg provides greater stability for 
the torso, decreases the pressure on the 
lateral aspect of lower leg, and prevents 
the bony areas of the knees and ankles 
from pressing against each other. 

g. Place pillows between knees and ankles 
to support the top leg. prevent strain on 
the top hip, and pad pressure points on 
medial aspects of both legs. 

h. Place padding under lateral aspects of 
bottom knee and ankle to reduce risk of 
tissue injury to the area over the lateral 
malleolus of the ankle and peroneal 
nerve damage (foot drop}. 

i. Place safety strap across upper thighs or 
wide tape over hips. Attach strap or tape 
to bed to assure safety. 

j. If surgery is expected to last more than 2 
hours or if patient is predisposed to pres- 
sure injury, place padding under acromion 
process, ilium, and greater trochanter to 
protect pressure points. 
Lithotomy: 

a. Secure arms on armboards or at sides. If 
arms are placed at sides, position fingers 



away from the break in the table to pre- 
vent fingers from becoming compressed 
in bed mechanism. 

b. Check neck and spine for proper align- 
ment. 

c. Position stirrups at equal height and at- 
tach them to bed securely to prevent ac- 
cidental movement. Uneven leg flexion 
and hip abduction can cause strain on 
lumbar and sacral areas. 

d. Place the loop straps of post stirrup be- 
hind the ankle and under the foot. Pad 
the post portion of stirrup if it could come 
in contact with the leg. Loop straps sup- 
port and secure the legs. 

e. Pad popliteal knee support stirrups to 
prevent possible thrombosis of superficial 
vessels and pressure injury to the femo- 
ral and obturator nerves. 

f. If surgery is expected to last more than 2 
hours or if patient is predisposed to pres- 
sure injury, place padding under occiput, 
scapulae, olecranon, and sacrum to pro- 
tect potential pressure points. 

g. With the help of a coworker, raise and 
lower patient's legs simultaneously and 



slowly to prevent ankle and knee injury 
and hip dislocation. Lowering the legs too 
quickly may cause sudden hypotension. 

6. Assess patient position following each posi- 
tional change to ensure proper body alignment 
and adequate padding and support. 

7. Apply restraints after positioning patient to 
prevent falls and injury 

Documentation 

• Results of preoperative nursing assessment 
•Operative procedure, type of anesthesia, 
and surgical positioning 

•Surgical times, including time patient entered 
OR, time incision was made, time incision was 
closed, time patient left OR 
•Method of patient transport and transfer 

• Estimated intraoperative blood loss 
•Types and placement of padding, restraints, 
and positional devices 

•Intraoperative repositioning of the patient 

• Intraoperative insertion of permanent or tem- 
porary implants 

• Peripheral pulses 

• Evaluations for each expected outcome. 



Knowledge deficit 

related to cognitive impairment 




Definition 

Inadequate understanding of information or in- 
ability to perform skills needed to practice 
health-related behaviors 

Assessment 

• Psychosocial status, including age, learning 
ability (affective domain, cognitive domain, 
psychomotor domain), decision making, devel- 
opmental stage, financial resources, interest in 
learning, knowledge and skills related to cur- 
rent health problem, obstacles to learning, 
support systems (willingness and capability of 
others to help client), usual coping pattern 

• Neurologic status, including level of con- 
sciousness, memory, mental status, orienta- 
tion 



Defining characteristics 



• Cognitive impairment 

• Inaccurate follow-up on previous instruction 

• Inadequate performance of a test or demon- 
stration of a skill 

• Inappropriate or exaggerated behaviors (hys- 
teria, hostility, agitation, apathy) 

• Patient's statements indicating insufficient re- 
call of information, poor understanding, misin- 
terpretation, or misconception 



Associated medical diagnoses i 

Alzheimer's disease, brain tumor, cerebrovas- 
cular accident, head injury, mental retardation, 
organic brain syndrome 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient demonstrates ability to perform sim- 
ple self-care measures, such as feeding, 
maintaining hygiene, dressing, toileting. (1,2,3) 

• Family or significant other communicates un- 
derstanding of patient's cognitive impairment. 
(4,5,6) 

• Family or significant other expresses willing- 
ness to help patient maintain maximum inde- 
pendence. (7,8) 

• Family or significant other demonstrates 
method being used to teach patient. (7,8) 

Interventions and rationales 

1. Provide all equipment needed for each self- 
care measure patient must learn. This re- 
duces frustration, aids learning, and minimizes 
dependence by promoting self-care. 

2. When teaching self-care measures, go 
slowly and repeat frequently. Offer small 
amounts of information and present it in var- 
ious ways. By building cognition, patient will 
be better able to complete self-care measures. 

3. Have patient practice each task. Provide 
positive reinforcement each time task is per- 



formed correctly. This encourages desired 
behavior. 

4. Discuss patient's limitations with family or 
significant other. Communication promotes 
working relationship and reduces fear and 
anxiety. 

5. Demonstrate to family or significant other 
how each self-care measure is broken down 
into simple tasks to enhance patient 's success 
and foster sense of control. 

6. Encourage family or significant other to par- 
ticipate in patient's learning process to help 
create an encouraging, therapeutic climate al- 
ter discharge. 

7. Have family or significant other give return 
demonstration of patient's methods of perform- 
ing self-care measures. This provides hands- 
on experience with equipment, builds confi- 
dence, and encourages compliance. 

8. Refer family or significant other to outside 
agencies, such as a home health care organi- 
zation, for assistance after patient's discharge. 
This ensures continuity of care and assistance 
with follow-up alter discharge. 



Documentation 

• Patient's abilities and limitations in perform- 
ing self-care measures 

• Progress made by patient in learning each 
specific task 

• Information imparted to family or significant 
other concerning patient's limitations and 
progress in learning tasks 

•Family's or significant other's participation in 
the learning process 

• Referrals to outside agencies 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes relet lo interventions. 



Knowledge deficit 

related to lack of exposure 




Definition 



health-related behaviors 
Assessment 



• Psychosocial status, including age, learning 
ability (affective domain, cognitive domain, 
psychomotor domain), decision making ability, 
developmental stage, financial resources, 
health beliefs and attitudes, interest in learn- 
ing, knowledge and skill regarding current 
health problem, obstacles to learning, support 
systems (willingness and capability of others 
to help patient), usual coping pattern 
•Neurologic status, including level of con- 
sciousness, memory, mental status, orienta- 
tion 



Defining characteristics 



Patient's requests for information, expressions 
of problem, and lack of familiarity with infor- 
mational resources 



Associated medical diagnoses (select 

This nursing diagnosis can occur in associa- 
tion with any medical diagnosis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient communicates a need to know. (1) 

• Patient states or demonstrates understand- 
ing of what has been taught. (4) 

• Patient demonstrates ability to perform new 
health-related behaviors as they are taught, 
and lists specific skills and realistic target 
dates for each. (5) 

• Patient sets realistic learning goals. (2,3) 

• Patient states intention to make needed 
changes in life-style, including seeking help 
from health professional when needed. (5,6) 

Interventions and rationales 

1. Establish an environment of mutual trust 
and respect to enhance learning. Comfort with 
growing self-awareness, ability to share this 
awareness with others, receptiveness to new 
experiences, and consistency between actions 
and words form the basis of a trusting rela- 
tionship. 

2. Negotiate with patient to develop goals for 
learning. Involving patient in planning mean- 
ingful goals encourages follow-through. 

3. Select teaching strategies (discussion, 



demonstration, role-playing, visual materials) 
appropriate for patient's individual learning 
style (specify), to enhance teaching effective- 
ness. 

4. Teach skills that patient must incorporate 
into daily life-style. Have patient give return 
demonstration of each new skill to help gain 
confidence. 

5. Have patient incorporate learned skills into 
daily routine during hospitalization (specify 
skills). This allows patient to practice new 
skills and receive feedback. 

6. Provide patient with names and telephone 
numbers of resource people or organizations 
to provide continuity of care and follow-up af- 
ter discharge. 

Documentation 

• Patient's statements of information and skills 
known or unknown 

• Expressions of need to know, motivation to 
learn 

• Learning objectives 

• Methods used to teach patient 

• Information imparted 



• Skills demonstrated 

• Patient's responses to teaching 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



Knowledge deficit 

related to lack of motivation 




Definition 



Inadequate ui 
ability to perform 
health-related 

Assessment 



• Psychosocial status, including age, learning 
ability (affective domain, cognitive domain, 
psychomotor domain), decision-making, devel- 
opmental stage, financial resources, interest in 
learning, knowledge and skills related to cur- 
rent health problem, obstacles to learning, 
support systems (willingness and capability of 
others to help patient), usual coping pattern 

• Neurologic status, including level of con- 
sciousness, memory, mental status, orienta- 
tion 



Defining characteristics 



• Behavior that indicates failure to adhere 
•Failure to learn new skills 

■ Inaccurate follow-up of instruction 

• Inappropriate or exaggerated behavior 

• Unwillingness to set goals 



Associated medical diagnoses i 

This nursing diagnosis may coincide with any 
medical diagnosis but most commonly accom- 
panies chronic diseases requiring major 
changes in health-related behaviors or life- 
style, such as cardiovascular disease, chronic 
obstructive pulmonary disease, diabetes melli- 
tus, hypertension, and mental retardation. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses interest in learning new 
behaviors. (1,2,3) 

• Patient gradually sets realistic learning ob- 
jectives (specify). (4,5,6,7) 

• Patient strives to meet each objective by tar- 
get date. (8) 

• Patient practices new health-related behav- 
iors during hospitalization; lor example, se- 
lects appropriate diet, self-medicates, weighs 
self daily, monitors intake and output. (9,10) 

• Patient develops realistic plan for maintain- 
ing new skills at home. (11) 

Interventions and rationales 

1. Provide uninterrupted time for patient to 
state reasons for not wanting to learn or prac- 
tice new health-related behaviors. Attentive 
listening conveys caring attitude, encouraging 
patient to talk. 

2. Avoid nonconstructive criticism. Rather, en- 
courage expression of feelings. Nonjudgmen- 
tal approach encourages patient to express 
feelings more freely. 

3. Ascertain what patient already knows to de- 
termine what patient needs to know. Building 



on known information leads to successful 
learning. 

4. Explore with patient the impact of behavior 
on self and family or significant other. Learn- 
ing is more effective if patient recognizes a 
need to know. 

5. Urge patient to ask questions to help clarify 
information and evaluate patient's comprehen- 
sion. 

6. Determine whether patient enjoys learning 
through such media as videotapes, audio- 
tapes, books, and discussions to discover 
most effective teaching tools. 

7. Begin negotiating learning objectives with 
patient. Involving patient in defining goals in- 
creases understanding and encourages com- 
pliance. 

8. Be patient; offer praise when patient at- 
tempts new behaviors to motivate patient to 
learn more. 

9. Provide emotional support as patient at- 
tempts distasteful or anxiety-producing behav- 
iors. Support will help patient perform tasks 
successfully. 

10. Suggest that patient discuss situation with 
a person who has developed skill in managing 



a similar health problem to encourage patient 
to air feelings and concerns. 
11. Help patient plan realistically for continu- 
ing new behaviors, which may include teach- 
ing family or significant other. Realistic goals 
increase probability of compliance. Involving 
others adds support after discharge. 

Documentation 

• Statements of motivation or lack of interest 
in learning 

• Observations that indicate readiness or lack 
of readiness to learn 

• Goals set by patient 

• Methods used to teach patient 

• Information imparted 

• Skills demonstrated 

• Patient's responses to trying new behaviors 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Knowledge deficit 

to lack of understanding of safer sex practices 




Definition 



Inadequate understanding of safer sexual 
practices, which puts the patient and partner 
at risk for human immunodeficiency virus 
(HIV) infection i 
diseases 



Assessment 



• Psychosocial status, including age, experi- 
ence, learning ability, decision-making abilities 
(especially in sexual relationships), develop- 
mental stage, support systems (partner, 
friends, family), obstacles to learning 
•Neurologic status, including level of con- 
sciousness, memory, mental status, orienta- 
tion 

• Substance abuse, including alcohol, medica- 
tions, illicit drugs, I.V. drugs 

•Sexuality status, including sexual orientation 
and current sexual practices 



Defining characteristics 



•Behavior that may impair ability to make ap- 
propriate decisions about sexual activity, such 
as drug or alcohol use 

• Inability to negotiate for safer sex practices 
in a relationship 

• Lack of knowledge about the relative risk of 
various sexual practices 

• Sexual behavior that puts self or partner at 
risk 



Associated medical diagnoses (selected) 

Acquired immunodeficiency syndrome (AIDS), 
chancroid, Chlamydia infection, genital 
herpes, genital warts, gonorrhea, HIV infec- 
tion, syphilis, trichomoniasis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses the understanding that 
certain sexual practices heighten the risk for 
disease transmission. (1,2,3,4) 

• Patient expresses an understanding of safer 
sexual practices. (2,3,6,8) 

•Patient states the intention to incorporate 
safer sexual practices into life-style. (4,5,9,10) 
•Patient states the intention to negotiate the 
sexual boundaries of relationship with the 
partner. (4,5,6,7) 

Interventions and rationales 

1. Using a nonjudgmental approach, assess 
the patient's sexual practices and awareness 
of risks associated with various sexual behav- 
iors to target your teaching plan. 

2. Explain the degree of risk associated with 
specific sexual activities: 

a. High-risk activities: Anal intercourse with- 
out a condom, manual anal intercourse 
(fisting), vaginal intercourse without a 
condom, unprotected oral sex on a male 
(fellatio) or female (cunnilingus), oral-anal 
contact (rimming), blood contact, urine or 
semen ingestion. 



b. Moderate-risk activities: French (wet) 
kissing, anal or vaginal intercourse (with 
nonoxynol 9 latex condom), fellatio inter- 
rupts (oral-genital) with nonoxynol 9 la- 
tex condom or stopping before climax, 
cunnilingus (oral-vaginal) with rubber dam 
(a flat, latex barrier about 6 inches 
square), and urine contact (water sports). 

c. Low-risk activities: Mutual masturbation, 
exploring rectum or vagina wearing latex 
gloves, social (dry) kissing, body mas- 
sage, hugging, body-to-body rubbing (frot- 
tage) 

Knowledge of risks will empower the patient to 
make appropriate choices about sexual be- 
havior. 

3, Explain to the patient that absolutely safe 
behaviors include abstinence, solitary mastur- 
bation, fantasy, voyeurism, or a mutually mo- 
nogamous relationship with a noninfected 
partner to reinforce that all other sexual prac- 
tices carry varying degrees of risk. 

4, As appropriate, discuss populations at high 
risk for sexually transmitted diseases. For ex- 
ample, if you suspect that the patient or the 
patient's partner is an IV. drug abuser, dis- 



cuss the high risk of HIV transmission for 
members of this population group. Patients 
who are members of high-risk groups or 
whose partners are members of high-risk 
groups need to be especially vigilant about 
practicing safer sex to avoid disease transmis- 
sion through repeated exposure. 

5. Provide the patient with basic information 
about how to effect change. Discuss the need 
to acknowledge that one's own behavior may 
create risk, the need to make a commitment 
to change, and the need to involve one's sex- 
ual partner or partners in the process. Dis- 
cussing how to effect change may empower 
the patient to modify his risk profile. 

6. Discuss the steps the patient needs to take 
to ensure safer sex. For example, before be- 
coming aroused, the patient should discuss 
the boundaries of a sexual relationship with a 
potential partner. Planning in advance for sex- 
ual activity will further empower the patient to 
decrease risky behavior. 

7. Support the patient's efforts to be assertive 
in setting sexual practice boundaries to in- 

(continued) 
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Knowledge deficit 

related to lack of understanding of safer sex practices 




Interventions and rationales m 



crease self-confidence and decrease the per- 
ception of powerlessness. 
8. Instruct patient in proper use of condom 
and rubber dam to reduce risk of infection. 
Encourage the patient to practice using con- 
dom or dam before engaging in sexual activ- 
ity. Tell the patient to: 

a. fully unroll the condom onto erect penis, 
pinch the end of the condom to allow res- 
ervoir for semen, and hold it at base of 
penis on withdrawal 

b. place the dam over entire vulva or rectum 
holding two edges of dam with hands 

c. use separate dams when practicing both 
oral-vaginal and oral-anal sex. 

d. keep condom or dam in a readily accessi- 
ble place. 

e. always use a new condom or dam for 
each act of intercourse 

f. never use petroleum-based lubricants with 
condoms or rubber dams. Petroleum- 



based lubricants greatly increase the 
risk of breaks or leaks in the protective 
materials. 

9. Ask the patient how he feels about informa- Care plan notes 

tion you provide on safer sex practices and lis- 
ten openly to the response. Getting patient 
feedback 



statements about changes in sexual practices 
• Evaluations for each expected outcome. 



process. 

10. Provide patient with names and telephone 
numbers of resource people or organizations, 
such as a community AIDS task force, to pro- 
vide continuity of care and follow-up after dis- 



Documentation 



• Patient's understanding of risks associated 
with various types of sexual activity 

• Patient's statements of concern about risks 
created by current sexual practices 
•Teaching provided 

•Patient's response to teaching, including 
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Care plan notes 



Management of therapeutic regimen, ineffective 

related to health beliefs 




Definition 



Failure to integrate program lor treating illness 
intoc 



Assessment 



• Medical history 

• Physical examination 

• Prescriptions for treatment, including medi- 
cations, activity, diet, other 

•Current medication schedule, including medi- 
cations used at home (prescribed and over- 
the-counter) 

•Activities of daily living and exercise pattern 
•Nutrition pattern, including three-day diet 
history or one-day diet recall 

• Weight 

• Patient's and family's health-related goals 
•Self-care abilities and resources, including 
presence of significant others 

• Health beliefs, including perceived suscepti- 
bility to illness, perceived seriousness of ill- 
ness, perceived effectiveness of treatment, 



perceived barriers to managing regimen 
•Other influences on health-related behavior, 
including age, sex, knowledge, social pres- 
sures 

Defining characteristics 

•Exacerbation (expected or unexpected) of 
illness 

• Inappropriate choices with regard to meeting 
the goals of treatment or prevention program 

• Patient expresses difficulty with integrating 
prescribed treatment regimen into life-style 
•Patient reports failure to include treatment 
regimen in daily routine 

• Patient reports failure to take action to re- 
duce risk factors for illness 



Associated medical diagnoses (selected) 

Any illness has potential to be managed inef- 
fectively by the patient. Common examples in- 
clude acquired immunodeficiency syndrome, 
asthma, chronic fatigue syndrome, chronic ob- 
structive pulmonary disease, chronic renal fail- 
ure, coronary artery disease, diabetes 
mellitus, hypertension, multiple sclerosis, Par- 
kinson's disease, rheumatoid arthritis, spinal 
cord injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient expresses personal beliefs about ill- 
ness and its management. (1) 

• Patient develops plan for integrating compo- 
nents of therapeutic regimen, such as medica- 
tions, activity, and diet into pattern of daily 
living. (2,3,4) 

• Patient selects daily activities to meet the 
goals of treatment or prevention program. 
(2,6,7) 

• Patient expresses intent to reduce risk fac- 
tors for progression of illness. (6,7) 
•Patient uses available support services. (10) 

Interventions and rationales 

1. Discuss patient s personal beliefs about ill- 
ness and review relevant information to estab- 
lish common understanding for development of 
plan of care. 

2. Educate patient about pathophysiology of 
illness and explain relationship between 
pathophysiology and therapeutic regimen. A 
patient who knows the reasons for specific be- 
haviors may be more willing to adjust life-style. 

3. Help patient and family clarify values asso- 
ciated with life-style to enhance understanding 



of conflicts between life-style and demands of 
therapeutic regimen. 

4. Work with patient and family to develop a 
daily routine for managing the therapeutic reg- 
imen. Collaboration with patient and family 
makes it possible to combine scientific knowl- 
edge of the illness with life-style factors, such 
as culture, family dynamics, and finances. 

5. Correct patient's misconceptions about sus- 
ceptibility to and seriousness of illness. Mis- 
conceptions may undermine treatment. 

6. Assist patient and family in modifying fac- 
tors (such as social pressures, lack of family 
support, or previous behavior patterns) that in- 
terfere with treatment management to en- 
hance the level of care. 

7. Provide verbal reminders to reinforce 
health-promoting behaviors. For example, re- 
mind a patient with heart disease to stop 
smoking, verbal cues may stimulate the pa- 
tient to take action-ifnot immediately, then at 
a later point in time. 

8. Provide clearly written literature about treat- 
ment regimen to reinforce patient 's knowl- 
edge. 

9. Assist patient and family in selecting appro- 



priate options for managing the therapeutic 
regimen to help them integrate complicated 
and disruptive interventions into their life-style. 

10. Refer patient or family to support groups 
or self-help organizations to empower patient 
and family to continue effective management 
of therapeutic regimen. 

11. Help patient and family plan for future 
course of illness. For example, they may need 
to make structural changes to their home to 
accommodate a wheelchair or hospital bed. 
Planning ahead helps to ensure appropriate 
management of future contingencies. 

Documentation 

•Patient's knowledge and beliefs about illness 

and therapeutic regimen 

•Patient's explanation of values and life-style 

• Information provided to clarify misconcep- 
tions 

•Actions taken to modify patient's environ- 
ment or behavior 

•Written materials given to patient 
•Referrals to support services 

• Evaluations for each expected outcome. 



1 Numbers following outcomes refer fo interventions. 



Mobility impairment 

related to neuromuscular impairment 




Definition 



Limitation of physical movement 



Assessment 



• History of neuromuscular disorder or dys- 
function 

• Musculoskeletal status, including coordina- 
tion, gait, muscle size and strength, muscle 
tone, range of motion, and functional mobility 
as follows: 

0 = completely independent 

1 = requires use of equipment or device 

2 = requires help, supervision, or t 

from another person 

3 = requires help from another person 

and equipment or device 

4 = dependent; does not participate in 

activity 

• Neurologic status, including level of con- 
sciousness, motor ability, sensory ability 



Defining characteristics 



• Decreased muscle strength, control, mass, 
endurance 

• Impaired coordination 

• Inability to purposefully move within the 
physical environment, including bed mobility, 
transfer, and ambulation 

• Limited range of motion 

• Reluctance to attempt movement 



Associated medical diagnoses (selected) 

Amyotrophic lateral sclerosis, cerebral palsy, 
cerebrovascular accident, multiple sclerosis, 
muscular dystrophy, myasthenia gravis, Par- 
kinson's disease, poliomyelitis, rheumatoid ar- 
thritis, spinal cord injury (paraplegia, 
quadriplegia), tetanus 



Turn card over to lind EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION 
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Expected outcomes t 

• Patient maintains muscle strength and joint 
range of motion. (1,2,3,4,5) 

• Patient shows no evidence of complications, 
such as contractures, venous stasis, thrombus 
formation, or skin breakdown. (1,2,7,8) 

• Patient achieves highest level of mobility 
(transfers independently, is wheelchair-inde- 
pendent, ambulates with such assistive de- 
vices as walker, cane, braces). 
(6,9,10,11,12,13,14) 

• Patient or significant other carries out mobil- 
ity regimen. (11,12) 

• Patient or significant other makes plans to 
use resources to help maintain level of func- 
tioning, such as physical therapist, Stroke Pro- 
gram, American Heart Association, National 
Multiple Sclerosis Society, etc. (14) 

Interventions and rationales 

1. Perform range-of-motion exercises to joints, 
unless contraindicated, at least once every 
shift. Progress from passive to active, as toler- 
ated. This prevents joint contractures and 
muscular atrophy. 

2. Turn and position patient every 2 hours. Es- 



tablish turning schedule for dependent pa- 
tients; post at bedside and monitor frequency 
of turning. This prevents skin breakdown by 
relieving pressure. 

3. Place joints in functional position, use tro- 
chanter roll along thigh, abduct thighs, use 
high-top sneakers, put small pillow under 
head, etc. These measures maintain joints in 
functional position and prevent musculoskele- 
tal deformities. 

4. Identify level of functioning using a func- 
tional mobility scale (see Assessment). Com- 
municate patient's skill level to all staff to 
provide continuity and preserve identified level 
of independence. 

5. Encourage independence in mobility by as- 
sisting patient in using trapeze and side rails, 
in using unaffected leg to move affected leg, 
and in performing such self-care activities as 
combing hair, feeding, dressing, etc. 77ms in- 
creases muscle tone and patient 's sell-es- 
teem. 

6. Place items within reach of unaffected arm 
if one-sided weakness or paralysis is present 
to promote patient 's independence. 

1. Monitor and record daily any evidence of 



immobility complications (contractures, venous 
stasis, thrombus, pneumonia, urinary tract in- 
fection). Patients with history of neuromuscu- 
lar disorders or dysfunctions may be more 
prone to develop complications. 

8. Carry out medical regimen to manage or 
prevent complications; for example, prophylac- 
tic heparin for venous thrombosis. This pro- 
motes patient's health and well-being. * 

9. Provide progressive mobilization to limits of 
patient's condition (bed mobility to chair mobil- 
ity to ambulation) to maintain muscle tone and 
prevent complications of immobility. 

10. Refer to physical therapist for development 
of mobility regimen to help rehabilitate muscu- 
loskeletal deficits. 

11. Encourage attendance at physical therapy 
sessions and support activities on unit by us- 
ing same equipment and technique. Request 
written mobility plans and use as reference. 
All members of health care team should rein- 
force learned skills in same manner. 

12. Instruct patient and family or significant 
other in range-of-motion exercises, transfers, 
skin inspection, mobility regimen to help 

(continued) 



1 Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Mobility impairment 

related to neuromuscular impairment 




Interventions and rationales (confound) 

prepare patient lor discharge. 

13. Demonstrate mobility regimen and note 
date. Have patient and family or significant 
other return mobility regimen demonstration 
and note date. This ensures continuity of care 
and use of proper technique. 

14. Assist in identifying resources to carry out 
mobility regimen, such as Stroke Program, 
American Heart Association, National Multiple 
Sclerosis Society. This helps provide compre- 
hensive approach to rehabilitation. 

Documentation 

• Patient's expression of concern about the 
loss of mobility, current status of functional 
abilities, and goals set for self 

• Observations of the patient's mobility status, 
presence of complications, and response to 
mobility regimen 



• Instruction and demonstration of skills in car- 
rying out mobility regimen 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Mobility impairment 

related to pain or discomfort 



89a 



Definition 



Limitation of physical movement 



Assessment 



• History of recent surgery, injury, or r. 
causing pain or discomfort 

• Medication history 

• Musculoskeletal status, including coordina- 
tion, gait, muscle size and strength, muscle 
tone, range of motion, and functional mobility 
as follows: 

0 = completely independent 

1 = requires use of equipment or device 

2 = requires help, supervision, or teaching 

from another person 

3 = requires help from another person 

and equipment or device 

4 = dependent; does not participate in 

activity 

•Pain, including environmental and cultural in- 
fluences, intensity, location, quality, temporal 
factors 



• Psychosocial status, including coping mech- 
anisms, family or significant others, life-style, 
personality, stressors (disease process, fi- 
nances, job, marital discord) 

Defining characteristics 

• Clinical evidence or verbal complaint of pain 
on movement 

• Decreased muscle strength, control, mass, 
or endurance 

• Imposed restriction of movement, including 
mechanical; medical protocol 

• Impaired coordination 

• Inability to move purposefully within the 
physical environment, including bed mobility, 
transfer, and ambulation 

• Limited range of motion 

• Reluctance to attempt movement 



Associated medical diagnoses (selected) 

Ankylosing spondylitis, arthritis (all types), 
bursitis, dermatomyositis, dislocation, epicon- 
dylitis, fractures, gout, herniated disk, osteo- 
chondrosis, osteomyelitis, Paget's disease, 
peripheral neuritis, peripheral vascular dis- 
ease, polymyositis, sickle-cell crisis, sprains, 
systemic lupus erythematosus, tendinitis, 
trauma 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient states relief from pain. (2,3,4,5) 

• Patient displays increased mobility. 
(1,3,4,5,6,9) 

• Patient shows no evidence of such complica- 
tions as contractures, venous stasis, thrombus 



t Numbers following outcomes refer lo interventions. 



3. Perform prescribed treatment regimen for 
underlying condition producing pain or dis- 
comfort. Monitor progress and report favor- 
able and adverse response to treatment to 
assess effectiveness of treatment. * 

4. Provide supportive measures as indicated: 

a. Administer pain medication and assess 
nonverbal cues, verbal reports, and vital 
signs to monitor effectiveness. * 

b. Ensure patient comfort by padding ex- 
tremities prone to skin breakdown (heels, 
elbows), ensuring correct measurement 
of crutches, using egg-crate mattress on 
bed, etc. These measures prevent skin 
breakdown. 

c. Encourage patient's active movement by 
using assistive devices to increase mus- 
cle tone and increase patient's feelings of 
sell-esteem; promote joint rest between 
activities. 

d. Implement range-of-motion exercises ev- 
ery shift after pain medication, unless 
medically contraindicated; progress from 
passive to active, as tolerated. This pre- 
vents joint contracture and muscle atro- 
phy. 



e. Reposition patient every 2 hours and pro- 
vide meticulous skin care to prevent skin 
breakdown. 

f. Promote progressive mobilization to max- 
imum, within limits of patient's tolerance 
for pain (bed mobility to chair mobility to 
ambulation). This maintains muscle tone 
and prevents complications of immobility. 

5. Discuss use of distraction and other non- 
pharmacologic pain-relief methods with pa- 
tient. Instruct patient and family or significant 
other on the preferred method and monitor ef- 
fectiveness. Encourage patient to choose an 
alternative if ineffective. Document response. 
Many nonpharmacologic pain relief methods 
are available, from which patient can choose. 
Documentation helps ensure continuity of 
care. 

6. Explain necessity of movement even during 
painful periods, unless contraindicated, to pre- 
vent greater pain, such as occurs in arthritic 
conditions, postsurgery, etc. Let patient know 
when to expect to move; provide pain-relief 
measures before moving patient. Movement 
alleviates effects of immobility. Medication 

(continued) 

(Indicates doctor-ordered instruction. 



formation, or skin breakdown. (1,2,3,4,6,7,9) 

• Patient attains highest degree of mobility 
possible within confines of disease. 
(3,4,5,6,7,9) 

• Patient or significant other demonstrates mo- 
bility regimen. (7) 

• Patient states feelings about limitations. 
(8,10) 

Interventions and rationales 

1 , Observe patient's functional ability daily; 
document and report any changes using func- 
tional mobility scale (see Assessment). 
Changes may indicate progressive decline or 
improvement in underlying disorder. 

2. Encourage patient to verbalize pain and dis- 
comfort. Observe for nonverbal cues of pain, 
including favoring a body part, grimacing, etc. 
This aids assessment ol location, quality, and 
intensity of pain. 



Mobility impairment 

related to pain or discomfort 




Interventions and rationales (continued) Documentation 



7. Instruct patient and significant other in 
range-of-motion exercises, transfers, skin in- 
spection, and mobility regimen. Have patient 
and significant other return mobility demon- 
stration under supervision. An informed patient 
and significant other will be better prepared to 
prevent complications of immobility. 

8. Encourage patient to discuss feelings and 
concerns about altered state of mobility to re- 
duce anxiety and promote compliance. 

9. Encourage adherence to other aspects of 
health care management to control or mini- 
mize effects on mobility. This promotes health 
and well-being by alleviating pain and prevent- 
ing complications. 

10. Refer to psychiatric liaison nurse, social 
service agency, support group, or other re- 
sources as appropriate to provide patient with 
alternative approaches to care. 



• Patient's expression of feelings and concerns 
about immobility, impact on life-style, and will- 
ingness to participate in care 

• Observations of patient's impaired mobility, 
pain, and response to treatment 

• Interventions to provide supportive care 

• Instructions to patient and significant other, 
their understanding of instructions, and dem- 
onstrated skill in carrying out the prescribed 
mobility and pain-relief program 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 
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Mobility impairment 

related to perceptual or cognitive impairment 




Definition 



Limitation of physical movement 



Assessment 



• History of neurologic, sensory, or psychologi- 
cal disorder with impaired movement 

• Musculoskeletal status, including coordina- 
tion, gait, muscle size and strength, muscle 
tone, range of motion, and functional mobility 
as follows: 

0 = completely independent 

1 = requires use of equipment or device 

2 = requires help, supervision, or teaching 

from another person 

3 = requires help from another person 

and equipment or device 

4 = dependent; does not participate in 

activity 

• Neurologic status, including cognition, com- 
munication skills, insight and judgment, level 
of consciousness, memory, motor ability, ori- 
entation, sensory ability 



• Psychosocial status, including coping mech- 
anisms, family or significant others, life-style, 
personality, stressors (disease process, fi- 
nances, job, marital discord) 

Defining characteristics 

•Clinical evidence of impaired memory or in- 
tellectual capacity 

• Decreased muscle strength, control, mass 

• Impaired coordination 

• Inability to move purposefully within the 
physical environment, including bed mobility, 
transfer, ambulation 

• Limited range of motion 

• Reluctance to attempt movement 

• Restriction of movement, including mechani- 
cal, imposed by medical protocol 



Associated medical diagnoses (seized) 

Alcoholism, Alzheimer's disease, bipolar dis- 
ease (manic or depressive phase), blindness, 
brain tumor, central nervous system infec- 
tions, cerebrovascular accident, head injury, 
Huntington's disease, Laennec's cirrhosis, 



Reye s syndrome, vitamin B, deficiency 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains functional mobility. 
(1,3,5,6,7,8) 

• Complications are avoided or minimized. 
(1,2,3,5,6,7,9) 

• Patient states feelings about impairment. (4) 

• Family or significant other communicates un- 
derstanding of mobility regimen. (8) 

• Family or significant other demonstrates skill 
in carrying out mobility regimen. (8) 

• Family or significant other obtains support 
necessary to continue care. (10) 

Interventions and rationales 

1. Observe patient's functional ability daily; 
document and report any changes using func- 
tional mobility scale (see Assessment). 
Changes may indicate progressive decline or 
improvement in underlying disorder. 

2. Determine patient's degree of perceptual or 
cognitive impairment and ability to follow di- 
rections to determine presence of deficits. 
Modify interventions accordingly. 

3. Perform prescribed treatment regimen for 
the underlying condition producing pain or dis- 
comfort. Monitor progress, reporting favorable 



and adverse response to treatment, to assess 
effectiveness of treatment. * 

4. Allow patient and family or significant other 
to ventilate frustration and other negative feel- 
ings regarding difficulty in performing mobility 
tasks. Expressing feelings helps patient and 
family or significant other cope with impaired 
mobility. 

5. Ask patient to perform one task at a time; 
offer encouragement and provide simple, di- 
rect instructions ("walk to the bathroom ") to 
avoid confusion. Limiting new skills to small, 
critical units enhances learning. 

6. Provide patient with ample time to perform 
each new mobility-related task. Patient may 
need extensive supervision and repetition to 
master new tasks. 

7. Provide supportive measures as indicated: 

a. Perform range-of-motion exercises to 
joints (unless medically contraindicated) 
every shift; progress from passive to ac- 
tive, as tolerated, and monitor progress. 
This prevents joint contracture and mus- 
cle atrophy. 

b. Turn and position patient every 2 hours; 
establish a turning schedule for depen- 



dent patients. Post at bedside and moni- 
tor effectiveness. Regular turning and 
positioning prevents skin breakdown. 

c. Place joints in functional position (for ex- 
ample, trochanter roll along thigh) on an 
alternating schedule. This prevents mus- 
culoskeletal deformities. 

d. Encourage patient's active movement by 
use of trapeze and side rails, using unaf- 
fected leg to move affected leg, and per- 
formance of self-care activities. Provide 
frequent reinforcement and demonstra- 
tions. This increases muscle tone and 
feelings of self-esteem and reinforces 
learning. 

e. Walk patient with one or two assistants 
on regular schedule, if possible. This pre- 
serves muscle tone, has positive psycho- 
logical effect on patient and family, and 
prevents complications of immobility. 

8. Teach patient (if capable) and family or sig- 
nificant other how to perform range-of-motion 
exercises, transfers, skin inspection and mo- 
bility regimen; provide time for return demon- 
strations with supervision. Informed patient 
{continued) 



t Numbers tallowing outcomes reter to interventions. 



} Indicates doctor-ordered instruction. 



Mobility impairment 

perceptual or cognitive impairment 




Interventions and rationales (continued) 
and significant other will be better prepared to 
prevent complications of immobility. 

9. Encourage adherence to other aspects of 
health care management to control or mini- 
mize effects on mobility. This promotes health 
and well-being by alleviating pain and prevent- 
ing complications. 

10. Refer to psychiatric liaison nurse, social 
service agency, support group, or other re- 
sources as appropriate to provide patient with 
alternative approaches to care. 

Documentation 

• Observations of patient's impaired mobility, 
perceptual or cognitive status, and response 
to treatment 

• Interventions to provide supportive care 

• Instructions to patient and family or signifi- 
cant other, their understanding of instructions, 
and demonstrated skill in carrying out the pre- 
scribed mobility program 



• Patient's response to nursing interventions 

• Patient's and family's or significant other's 
expressions of feelings and concern about im- 
mobility, impact on life-style, and capacity for 
participating in care 

• Evaluations for each expected outcome. 



Care plan notes 
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Neglect, unilateral 

related to neurologic illness or trauma 




Definition 



Lack of awareness of a body part 



Assessment 



•History of neurologic impairment 
•Age 

• Neurologic status, including awareness of 
body parts, cognition, level of consciousness, 
mental status, memory, sensory function, ori- 
entation, position sense, visual acuity, visual 
fields, ability to communicate (verbally and 
nonverbally), bowel and bladder control 

• Musculoskeletal status, including coordina- 
tion, muscle size and strength, muscle tone, 
range of motion, and functional mobility as 
follows: 

0 = completely independent 

1 = requires use of equipment or device 

2 = requires help, supervision, or teaching 

from another person 

3 = requires help from another person 

and equipment or device 



4 = dependent; does not participate in 
activity 

• Integumentary status, including color, tex- 
ture, turgor, temperature, elasticity, sensation, 
moisture, hygiene, lesions 

• Psychosocial status, including coping mech- 
anisms, family or significant others, lifestyle, 
understanding of physical condition 
•Self-care abilities, including preparation of 
equipment and supplies, technical or mechani- 
cal skills, use of assistive devices 

Defining characteristics 

• Denial of parts of the body affected by neu- 
rologic illness or trauma, either by refusing to 
acknowledge the paralysis, by neglecting the 
involved side, or by attributing ownership of a 
paralyzed limb to someone else 
•Consistent inattention to stimuli on affected 
side 

• Inadequate self-care 

• Lack of awareness of body parts 



Associated medical diagnoses (selected) 

Bell's palsy, body image agnosia, cerebrovas- 
cular accident, head injury, hemianopsia, neo- 
plastic brain disease 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient avoids injury to affected body part. 
(1,7,9,10,11,12) 

•Patient avoids skin breakdown. (1,5,8) 
•Patient avoids contractures. (1,4,9,10) 
•Patient recognizes neglected body part. 
(2,3,4,6) 

•Patient and family or significant other dem- 
onstrate measures to protect affected body 
part. (4,10) 

• Patient and family or significant other dem- 
onstrate exercises for affected body part. (6) 
•Patient and family or significant other ex- 
press feelings about altered state of health 
and neurologic deficits. (13) 

•Patient and family or significant other identify 
community resources and support groups to 
help cope with the effects of illness. (14) 

Interventions and rationales 

1. Place sling on affected arm to prevent dan- 
gling or injury. Support affected leg and foot 
while patient is in bed, place foot strap on 
wheelchair, and perform other measures as 
appropriate to keep limbs in functional position 
and avoid contractures. Use draw sheet to 



move patient up in bed to avoid skin abra- 
sions. 

2. Touch and rub affected limbs. Describe 
them in conversation with patient to remind 
patient of neglected body parts. 

3. Direct patient to perform activities which re- 
quire use of affected limbs. A patient who ex- 
periences usefulness of paretic or paralyzed 
limb will more easily integrate affected limb 
into his body image. 

4. Encourage patient to check position of af- 
fected body parts with each repositioning or 
transfer to reestablish awareness of body part. 

5. Establish and follow a regular turning 
schedule to maintain skin integrity. 

6. Request consultations with occupational 
and physical therapists regarding adaptive 
equipment, exercise program, and other rec- 
ommendations to increase awareness of af- 
fected limbs.* 

7. Use safety belts or protective devices ac- 
cording to hospital policy Safety devices re- 
mind patient of limitations and help prevent 
falls. 

8. Remove splints and other devices at least 
every two hours. Inspect skin for pressure 



areas. Reapply splint. Proper use of splints 
and other devices prevents deformities and 
maintains skin integrity. 

9. Perform range-of-motion exercises to the 
affected side at least once every shift, unless 
medically contraindicated, to maintain joint 
flexibility and prevent contractures. 

10. Instruct family and nursing personnel to 
observe position of affected body parts fre- 
quently. Remove food or drainage from face if 
unnoticed by patient. Place arm or leg in 
proper position as often as necessary to pre- 
vent injury. 

11. Arrange environment for maximum func- 
tioning: for example, place water, TV controls, 
and call light within reach. These measures 
enhance orientation and encourage indepen- 
dence. 

12. Assist activities of daily living or provide 
supervision, as appropriate, to protect the pa- 
tient's affected side. 

13. Encourage patient and family members or 
significant others to express feelings regarding 
the patient's condition and level of functioning 
to release tension and enhance coping. 

(continued) 



t Numbers Mowing outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Neglect, unilateral 

related to neurologic illness or trauma 




Interventions and rationales (continued) Care plan notes 

14. Refer patient and family or significant 
other to appropriate support groups and other 
community resources to assist patient and 



Documentation 



• Patient's expressions of feelings about ne- 
glected side of body 

• Safety measures taken to prevent injury 

• Patient's ability to perform activities of daily 
living and nursing measures taken to over- 
come deficits 

• Observations of patient's and family's coping 
skills 

• Patient's response to nursing interventions, 
including verbal expressions or behavior that 
indicate increased awareness of affected limb 
•Evaluations for each expected outcome. 
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Neglect, unilateral 

related to neurologic illness or trauma 



Interventions and rationales (continued) Care plan notes 

14. Refer patient and family or significant 
other to appropriate support groups and other 
community resources to assist patient and 
family in adjusting to altered state of health. 

Documentation 

• Patient's expressions of feelings about ne- 
glected side of body 

• Safety measures taken to prevent injury 

• Patient's ability to perform activities of daily 
living and nursing measures taken to over- 
come deficits 

• Observations of patient's and family's coping 
skills 

• Patient's response to nursing interventions, 
including verbal expressions or behavior that 
indicate increased awareness of affected limb 
•Evaluations for each expected outcome. 
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Care plan notes 



Noncompliance 

related to lack of resources 




Definition 



Inability to practice prescribed health-related 
f resources 



Assessment 



•Age 

• Resources, including income level, public as- 
sistance, eligibility for Medicare or Medicaid, 
other financial resources, additional resources 
available to family, accessibility of community 
resources 

• Presence or absence of health insurance 

• Employment status 

• Educational background 

• Fluency in English language 

• Location of residence 

• Cost of treatment, equipment, and services 



Defining characteristics 



• Evidence of complications 

• Evidence of symptom exacerbation 

• Failure to adhere to treatment regimen, as 
evidenced by direct observation of patient's 
behavior or statements by the patient, family, 
or significant other 

• Failure to keep appointments 

• Failure to progress 

• Income below poverty level 

• Ineligibility for Medicare or Medicaid 

• Lack of insurance coverage 
•Unemployment 



Associated medical diagnoses {selected) 

This nursing diagnosis can occur in associa- 
tion with any medical diagnosis and depends 
upon the patient's access to and knowledge of 
resources 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS ANO RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies barriers to compliance. 
(1,2,3) 

•Patient identifies community resources and 
means to obtain health care and social ser- 
vices. (3,4,5,6,7) 

•Patient takes steps to utilize community re- 
sources. (6,7,8) 

•Patient complies with health care regimen. 
(1,2,3,4,6,7,8,9) 

Interventions and rationales 

1. Establish a trusting nurse-patient relation- 
ship to facilitate open communication. 

2. Discuss patient's reasons for noncompli- 
ance to determine appropriate interventions. 

3. Obtain and use language interpreter if 
needed. Lack of fluency in English language 
may be one barrier in patient's attempts to se- 
cure community resources. 

4. Assess patient's hearth care needs, socio- 
economic status, insurance status, and avail- 
able family resources to determine if patient 
meets eligibility criteria for receiving aid from 
government or community sources. 

5. Evaluate limitations of community re- 



sources, such as difficulty obtaining initial ap- 
pointment or lengthy waits before 
appointments to identify potential barriers to 
using available health care or social services. 

6. Provide clearly written information (trans- 
lated into the patient's native language if nec- 
essary) on community resources from which 
the patient is qualified to receive services. Pa- 
tient may not know about available resources 
or may have difficulty understanding complex 
admission criteria. 

7. Refer patient to appropriate agency. Set up 
initial appointment and provide names of 
health care professionals to be seen to begin 
the process of tapping into available resources 
and to demonstrate to the patient how to go 
about this process. 

8. Provide the patient with information on as- 
sertiveness training to empower the patient to 
deal with the health care bureaucracy on his 
own. 

9. Advocate for better health care at the com- 
munity, state, or national level. Ultimately ad- 
dressing inequities in health care may require 
broad health-policy reform. 



Documentation 

• Patient's statements explaining reasons for 
noncompliant behavior 

•Community and family resources available to 
patient 

•Evidence of patient's daily progress in over- 
coming barriers to obtaining health care 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



Noncompliance 

related to patient's value system 




Definition 

Unwillingness to practice prescribed health-re- 
lated behaviors 

Assessment 

•Age 

• Health beliefs 

• Patient's perceptions of health problem, 
treatment regimen, and importance of comply- 
ing with treatment regimen 

• Patient's ability to learn and perform pre- 
scribed treatment (activity, diet, medications) 

• Financial resources 

• Cultural and ethnic influences 

• Religious influences 

• Educational and language background 



Defining characteristics 



• Challenged beliefs and value systems 

• Evidence of complications 

• Evidence of symptom exacerbation 

• Failure of objective tests 

• Failure to adhere to treatment regimen, indi- 
cated either through direct observation of be- 
havior or statements by the patient, family, or 
significant other 

• Failure to keep appointments 

• Failure to progress 

• Inability to set or attain mutual goals 



Associated medical diagnoses (selected) 

This nursing diagnosis can occur in associa- 
tion with any medical diagnosis and depends 
upon the patient's value system. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies (actors that influence non- 
compliance. (1,2,3,4) 

• Patient demonstrates a level of compliance 
that does not interfere with physiologic safety. 
(5,6,7) 

• Patient contracts with nurse to perform 
(specify behavior and frequency). (8) 

• Patient uses support systems to modify non- 
compliant behavior. (6,7,9,10) 

Interventions and rationales 

1. Listen to patient's reasons for noncompli- 
ance. Active listening may reveal concerns not 
clearly stated in words and helps individualize 
teaching process. 

2. Approach patient in a nonjudgmental man- 
ner. This demonstrates unconditional positive 
regard for the patient. 

3. Identify specific areas of patient's noncom- 
pliant behavior to help develop appropriate in- 
terventions. 

4. Attempt to identify influencing factors asso- 
ciated with noncompliant behaviors, such as 
lack of understanding, unrealistic expectations, 
or cultural differences. Reasons lor noncompli- 



ance may range widely and include lack of 
knowledge, forgetting, feeling better or worse, 
and getting contradictory advice from family, 
friends, and health care providers. 

5. Emphasize the positive aspects of compli- 
ance; it can reduce risk factors, prevent com- 
plications, and help manage certain chronic 
diseases. 

6. Assist patient with values clarification pro- 
cess because values have both intellectual 
and emotional components and form a basis 
for patient's behavior. 

7. Acknowledge patient's right to choose 
against carrying out the prescribed regimen. 
Patient's autonomy must be respected; control 
over patient's action is legitimate only if 
needed to prevent harm to the patient, to oth- 
ers, or to yourself. 

8. Contract with patient for behaviors that are 
not threatening. This involves both patient and 
caregiver in formal commitment and gives pa- 
tient sense of personal control. 

9. Use support systems to enforce or reinforce 
negotiated behaviors. Support from patient 's 
family helps foster compliance. 

10. Give positive reinforcement for compliant 



behavior to encourage the patient to continue 
such behavior. 

Documentation 

• Patient's statements that indicate noncom- 
pliant behavior 

• Direct observation of noncompliant behavior 

• Statements by patient that provide insight 
into causes of noncompliant behavior 
•Terms agreed upon by the patient in per- 
forming negotiated behaviors 

• Patient's daily progress in complying with 
treatment regimen 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer to interventions. 



Nutrition alteration, high risk for: 

More than body requirements 

related to excessive intake 




Definitl0n • Additional circumstances which may lead to 

Accentuated risk of change in normal eating excessive intake 

Risk factors 



Assessment 



• Nutritional history, including financial re- 
sources, height and weight, hereditary influ- 
ences, history of obesity, meal preparation, 
sociocultural influences, usual dietary pattern, 
weight fluctuations over past year 

• Eating patterns, including internal and exter- 
nal cues that trigger desire to eat, rate of food 
consumption, stated food preferences 

• Psychosocial status, including behavior, 
mood, stressors (finances, job, marital dis- 
cord), coping mechanisms, sources of support 
(family, friends, others), life-style, knowledge 
level, hobbies, interests 

•Activity levels 

•Body image, including perception of ob- 
server and self-perception 



• History of obesity 

• Sedentary life-style 

• Obesity in one or both | 

• Reduced motor ability 

• Immobility 

• Excessive preoccupation with food 
•Cognitive or emotional difficulties, such as 
perfectionism, dichotomous thinking, negative 
self-talk, isolation from support person or 
group 

• Dysfunctional eating patterns, such as con- 
centrating food intake at end of day, eating in 
response to internal cues other than hunger 
(guilt, anger, depression), pairing food with 
other activities, hiding food away for later use, 
eating in response to external cues (time of 
day. social situations, television advertise- 
ments) 



• Use of food to stave off boredom or relieve 
stress or as a reward or comfort measure 

Associated medical diagnoses isewed) 
Anxiety, depression, diabetes mellitus 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses need to maintain or stabi- 
lize weight within 5 to 10 pounds of target 
weight. (1,2,3,8) 

• Patient plans to monitor weight and sustain 
target weight. (1,2,3,4,6,8,10) 

• Patient expresses feelings regarding dietary 
regimen and current weight. (5) 

• Patient identifies internal and external cues 
which lead to increased food consumption. (5,8) 

• Patient plans menus appropriate for pre- 
scribed diet. (7) 

• Patient adheres to prescribed diet. (7,8,9,10) 

• Patient participates in selected exercise pro- 
gram every week (specify). (11) 

Interventions and rationales 

1. Weigh patient weekly or as prescribed to 
monitor effectiveness of diet. 

2. Work with patient to establish realistic tar- 
get weight. Instruct patient how to record 
weight. Involvement in nursing care plan im- 
proves compliance. 

3. Instruct patient to keep food diary. This 
helps patient confront actual intake, break 



through denial, and achieve a more objective 
view of eating habits. 

4. Monitor fluid intake and output and assess 
for edema. Fluid retention may increase body 
weight. 

5. Encourage expression of feelings about di- 
etary restrictions to assess patient's percep- 
tion of problem. Help the patient identify 
emotions associated with food and situations 
which trigger eating episodes. Permanent 
weight maintenance requires an understanding 
of risk factors that contribute to weight gain. 

6. Determine the patient's food likes and dis- 
likes to evaluate eating habits and include pre- 
ferred foods in the diet. 

7. Encourage consumption of foods low in cal- 
ories and fat. and high in complex carbohy- 
drates and fiber. Have the patient meet with 
the dietitian to discuss meal planning. These 
steps will help the patient plan nutritious and 
well-balanced meals. 

8. Refer the patient to the appropriate re- 
source for behavior modification and cognitive 
therapy to prevent relapse into high-risk eating 
behaviors. 

9. Give the patient emotional support and pos- 



itive feedback for adhering to the prescribed 
diet. This will foster compliance and help en- 
sure adherence to regimen. 

10. Recommend that the patient explore group 
diet therapies, such as Weight Watchers or 
Overeaters Anonymous to provide additional 
sources of information and encouragement. 

11. Discuss the importance of incorporating 
exercise into life-style. Help the patient select 
a varied program of activities (swimming, 
walking, aerobics, biking) appropriate for age 
and physical condition. Besides burning calo- 
ries, exercise offers an alternative to eating to 
alleviate stress and fosters a sense of accom- 
plishment. 

Documentation 

• Patient's expression of feelings about weight, 
eating, and dietary regimen 

• Patient's weight 

•Ability of patient to maintain target weight 

• Foods consumed by patient 

• Behaviors that facilitate or impede weight 
maintenance 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Nutrition alteration: Less than body requirements 

related to inability to digest or absorb 
nutrients resulting fro m biological factors I I 

Definition 




Change in normal eating pattern that results in 



Assessment 



• Gl assessment, including antibiotic therapy, 
auscultation of bowel sounds, change in bowel 
habits, stool characteristics (color, amount, 
size, consistency), history of Gl disorder or 
surgery, inspection of abdomen, pain or dis- 
comfort, usual bowel pattern, palpation for 
masses and tenderness, and percussion for 
tympany, dullness, nausea and vomiting 

• Nutritional status, including change in type 
of food tolerated, financial resources, height 
and weight, meal preparation, serum albumin 
level, sociocultural influences, usual dietary 
pattern, weight fluctuations over past 10 years 

• Change in intrapersonal or interpersonal fac- 
tors, including internal or external cues that 
trigger desire to eat, rate of food consumption, 
and stated food preference 



• Psychosocial status 
•Activity level 
•Coping behaviors 

• Body image, including perception of ob- 
server and self-perception 

uenning cnaracterisucs 

•Abdominal pain with or without pathologic 
condition 

• Body weight 20% or more under ideal weight 
for height and frame 

• Diarrhea, steatorrhea 



• Hyperactive bowel sounds 

• Loss of body weight with adequate food 
intake 

• Pale conjunctiva and mucous membranes 
•Perceived inability to digest food 

• Poor muscle tone 

• Poor skin turgor 

• Pressure sores 

• Reported inadequate food intake; less than 



recommended daily allowances 
•Sore, inflamed buccal cavity 
•Weakness of muscles required for chewing 



Associated medical diagnoses Reeled) 

Acute gastritis, bleeding esophageal varices, 
cholecystitis, cirrhosis, Crohn's disease, diver- 
ticulitis, dumping syndrome, hepatitis, intes- 
tinal obstruction, malabsorption syndrome, 
pancreatitis, paralytic ileus, peptic ulcer, peri- 
tonitis, tumors of Gl tract, ulcerative colitis 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



1. Obtain and record patient's weight at the 
same time every day to obtain the most accu- 
rate readings. 

2. Monitor fluid intake and output because 
body weight may increase as a result of fluid 
retention. 



3. Maintain parenteral fluids, as ordered, to 
provide patient with needed fluids and electro- 
lytes. * 

4. Provide diet prescribed for patient's specific 
condition, to improve patient's nuthtional sta- 
tus and increase weight. * 

5. Determine food preferences and provide 
them within limitations of patient's prescribed 
diet. 77* enhances compliance with diet regi- 
men. 

6. Monitor electrolytes and report abnormal 
values. Poor nutritional status may cause 
electrolyte imbalances. 1 

7. If patient vomits, record amount, color, and 
consistency. Keep a record of all stools. Vomi- 
tus and stool characteristics indicate status of 
nutrient absorption. 

8. Refer to dietician or nutritional support 
team for dietary management (possible regi- 
mens include yogurt feedings or low-bulk 
diet.) Dietician or nutritional support team can 
help patient and health team individualize diet 
within prescribed restrictions. 

9. If patient is receiving tube feeding: 

a. Add food coloring if patient has an al- 
tered state of consciousness or dimin- 



ished gag reflex to help detect aspiration. 

b. If possible, use continuous infusion pump 
to avoid diarrhea. 

c. Begin regimen with small amount and di- 
luted concentration to decrease diarrhea 
and improve absorption. Increase volume 
and concentration as tolerated. 

d. Keep head of bed elevated during feed- 
ing to reduce risk of aspiration. 

e. Check feeding tube placement each shift 
to verify placement in Gl tract rather than 
in lungs. 

10. If patient receives total parenteral nutrition: 

a. Ensure delivery as prescribed. Electro- 
lytes, amino acids, and other nutrients 
must be tailored to patient's needs. 

b. Monitor blood glucose, urine specific 
gravity, and urine glucose and ketones at 
least once a shift. Since glucose com- 
prises the major component of hyperali- 
mentation, patient may become 
hyperglycemic if not carefully moni- 
tored. ' 

11. Monitor bowel sounds once a shift. Normal 
active bowel sounds may indicate readiness 

(continued) 



• Patient shows no further evidence of weight 
loss. (1,2,3,4,5,6,7,8) 

• Patient tolerates oral, tube, or I.V. feedings 
without adverse effects. (9,10,11) 

• Patient takes in calories daily. 

(1,2,3,4,5,6,7,8,9) 

• Patient gains lb weekly. 

(1,2,3,4,5,6,7,8) 

•Patient states understanding of tube feeding, 
total parenteral nutrition, preoperative instruc- 
tion. (14) 

• Patient and family or significant other com- 
municate understanding of special dietary 
needs. (12,13,15,16) 

• Patient and family or significant other dem- 
onstrate ability to plan diet after discharge. 
(14,15,16) 

Interventions and rationales 



t Numrjers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Nutrition alteration: Less than body requirements I 

related to inability to digest or absorb 95b 
nutrients resulting from biological factors 



Interventions and rationales i m m«» 

for enteral feedings; hyperactive sounds may 
indicate poor absorption and may be accom- 
panied by diarrhea. 




•Daily weights 
•Mouth care 

• Maintenance of nasogastric tube 



12. Reinforce medical regimen by explaining • Intake and output 
to patient and family or significant other the • Patient's ability to eat 
reasons for present regimen. Collaborative • Incidence of vomiting or diarrhea 



13. Teach principles of good nutrition for the • Patient's statements of understanding of di- 



and significant others to participate in patient's • Evaluations for each expected outcome. 
care. 

14. Provide or assist with oral hygiene to help 
keep patient comfortable. 

15. Provide preoperative teaching, if needed, 
to reduce patient's fear and anxiety and pro- 
mote understanding. 

16. Involve family and significant other in meal 
planning to encourage them to help patient 
comply with diet regimen after discharge. 



practice enhances patient's overall care. 



• Presence of other complications 



specific condition. This encourages patient 



etary education 
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Care plan notes 



Nutrition alteration: Less than body requirements 

related to inability to ingest foods 




Definition 



Change in normal eating pattern that results in 



Assessment 



•Gl assessment, including auscultation of 
bowel sounds; change in bowel habits; char- 
acteristics of stool (color, amount, size, con- 
sistency); history of Gl disorder or surgery; 
inspection of abdomen; pain or discomfort; 
palpation for masses, tenderness; percussion 
for tympany, dullness; nausea, vomiting; usual 
bowel pattern 

• Nutritional status, including financial re- 
sources, height, meal preparation, serum albu- 
min level, sociocultural influences, usual 
dietary pattern, weight, weight fluctuations 
over past 10 years 

• Intrapersonal and interpersonal factors, in- 
cluding internal and external cues that trigger 
desire to eat, rate o! food consumption, stated 
food preference 



• Psychosocial status 

• Activity level 

• Coping behaviors 

• Body image, including perception of ob- 
server, self-perception 

Defining characteristics 

• Abdominal pain with or without pathologic 
condition 

• Body weight 20% or more under ideal weight 
for height and frame 

• Diarrhea or steatorrhea 

• Hyperactive bowel sounds 

• Loss of body weight with adequate food 
intake 

• Poor muscle tone 

• Reported inadequate food intake: less than 
recommended daily allowances 

• Sore, inflamed buccal cavity 
•Weakness of muscles required for swallow- 
ing or mastication 



Associated medical diagnoses ■ 

Acute gastritis, Alzheimer's disease, bleeding 
esophageal varices, cerebrovascular accident, 
cholecystitis, cirrhosis, Crohn's disease, diver- 
ticulitis, dumping syndrome, dysphagia, head 
injury, hepatitis, intestinal obstruction, malab- 
sorption syndrome, pancreatitis, paralytic 
ileus, peptic ulcer, peritonitis, tumors of Gl 
tract, ulcerative colitis 



Turr ca-o over :o find expected outcomes 

INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient shows no further evidence of weight 
loss. (1) 

• Patient tolerates ml of nasoqastric 

or gastrostomy tube feedings. (2,3,6) 

• Patient avoids aspiration. (8) 

• Patient avoids episodes of diarrhea. (7) 

• Patient gains lb weekly. (1) 

• Patient avoids skin breakdown or infection 
around tube site. (4,5) 

• Patient and family or significant other com- 
municate understanding of special dietary 
needs. (9) 

• Patient and family or significant other dem- 
onstrate correct tube feeding procedures. (9) 

Interventions and rational es 

1. Obtain and record patient's weight at the 
same time every day to obtain the most accu- 
rate readings. 

2. Monitor fluid intake and output because 
body weight may increase as a result of fluid 
retention. 

3. Administer prescribed amount of tube feed- 
ing to provide patient with needed nutrition, t 

a. Begin regimen with small amount and di- 



luted concentration to decrease diarrhea 
and improve absorption. Increase volume 
and concentration as tolerated. 

b. Elevate head of bed during infusion to re- 
duce risk of aspiration. 

c. Check feeding tube placement at least 
once every shift to verify placement in Gl 
tract rather than in lungs. 

d. Give water and juices, as needed, to 
maintain adequate hydration. 

e. If possible, use continuous infusion pump 
to avoid diarrhea. 

f. Put food coloring in tube feeding to moni- 
tor for aspiration. 

4. Provide nares care every 4 hours to prevent 
ulceration and skin breakdown. Tape nasogas- 
tric tube to prevent visual obstruction. Use hy- 
poaliergenic tape to minimize skin reactions. 

5. Change gastrostomy dressing daily or ac- 
cording to institutional protocol. 

6. Ensure proper temperature of feeding 
(room temperature); change feeding tube bags 
and tubing according to institutional protocols. 

7. Assess and record bowel sounds once a 
shift to monitor lor an increase or decrease. 

8. Auscultate and record breath sounds every 



4 hours to monitor for aspiration. Report 
wheezes, rhonchi, crackles, or decreased 
breath sounds. If aspiration is suspected, stop 
tube feeding. Keep suction apparatus at bed- 
side and suction as needed. Turn client on 
side to avoid further aspiration. 
9. Instruct patient and family or significant 
other in tube feeding procedures. Supervise 
return demonstrations until competence is 
achieved. This encourages patient and signifi- 
cant others to participate in patient's care. 

Documentation 

• Daily weights 

• Intake and output 

• Tolerance of tube feeding 

• Incidents of vomiting, aspiration, diarrhea 

• Bowel sounds 

• Breath sounds 

• Response to instructions 

• Demonstration of feeding procedures 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Nutrition alteration: Less than body requirements 

related to psychological factors 




Definition 



Change in normal eating pattern that results in 



Assessment 



• Nutritional history, including financial re- 
sources, height and weight, hereditary influ- 
ences, meal preparation, sociocultural 
influences, usual dietary pattern, weight fluc- 
tuations over past 10 years 

• Change in intrapersonal or interpersonal fac- 
tors, including internal and external cues that 
trigger desire to eat, rate of food consumption, 
stated food preference 

• Activity level 

• Coping behaviors 

• Body image, including perception of ob- 
server and self-perception 



Defining characteristics 



• Abdominal pain with or without pathologic 
condition 

• Aversion to eating 

• Body weight 20% or more under ideal weight 
for height and frame 

• Diarrhea 

• Lack of interest in food 

• Pale conjunctiva and mucous membranes 

• Perceived inability to ingest food 

• Poor muscle tone 

• Reported inadequate food intake; less than 
recommended daily allowances 



Associated medical diagnoses (selected) 
Anorexia nervosa, bipolar disease (manic or 
depressive phase), bulimia, depression 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient consumes a minimum of 

calories daily. (2,3,4,5,6,7,8,9,10) 

• Patient gains lb weekly. 

(2,3,4,5,6,7,8,9,10,11,12) 

• Patient eats independently, without being 
prodded. (7,8,9,10) 

• Patient identifies emotional and psychologi- 
cal factors that interfere with eating. (1) 

• Patient develops a plan to monitor and main- 
tain target weight at discharge. (13,14) 

• Patient plans to use mental health resources 
to help resolve psychological problems. (14) 

Interventions a nd rationales 

1. Provide opportunities for patient to discuss 
reasons for not eating to help assess causes 
of eating disorder. 

2. Observe and record patient's intake (both 
liquid and solid) to assess which nutrients are 
consumed and which supplements are 
needed. 

3. Determine patient's food preferences and 
attempt to obtain these foods. Offer foods that 
appeal to olfactory, visual, and tactile senses 
to enhance patient's appetite. 



4. Offer high-protein, high-calorie supple- 
ments, such as milk shakes, custard, or ice 
cream. Such foods prevent body protein 
breakdown and provide caloric energy. t 

5. Serve foods that require little cutting or 
chewing to help prevent malingering at meals. 

6. Provide a pleasant environment at mealtime 
to enhance patient's appetite. 

7. Keep snacks at bedside to give patient 
some control over eating time. 

8. With some patients, begin with nutritious 
liquids and gradually introduce solids. A se- 
verely malnourished patient may not be able 
to chew solid foods immediately. 

9. Avoid asking whether patient is hungry or 
wants to eat. Be positive in offering food. A 
positive, undemanding attitude avoids confron- 
tation with patient. 

10. Whenever possible, sit with patient for pre- 
determined length of time during meal. This 
inhibits patient from dawdling during meal, or 
from hiding or hoarding food. 

11. Monitor and record elimination patterns. 
Patient may be taking laxatives or diuretics to 
keep weight low in spite of eating. 

12. Weigh patient at the same time every day. 



Reinforce weight gain with privileges or re- 
wards. This yields accurate data and gives pa- 
tient some control over food eaten and 
privileges or rewards gained. 

13. Set target weight and have patient record 
daily weight, to involve patient in treatment. 

14. Refer patient and significant others to ap- 
propriate mental health professional. Most eat- 
ing disorders are psychological. Patient and 
significant others must be followed and treated 
to prevent recurrence. * 

Documentation 

•Patient's expressed attitudes toward food 
and eating at the present time 

• Patient's expressed feelings about weight, 
body image, emotional status 

• Patient's daily intake (liquid and solid) and 
output (urine, stool, vomitus) 

• Daily weights; progression of weight gain 
•Interventions to feed patient adequately 

• Emotional support provided 

•Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions 



t Indicates doctor-ordered instruction. 



Nutrition alteration: More than body requirements 

related to excessive intake 




Definition 



Change in normal eating pattern that results in 
changed body weight 



Assessment 



• Nutritional history, including financial re- 
sources, height and weight, hereditary influ- 
ences, history of obesity, meal preparation, 
sociocultural influences, usual dietary pattern, 
weight fluctuations over past 10 years 

• Change in intrapersonal or interpersonal fac- 
tors, including internal and external cues that 
trigger desire to eat, motivation to lose weight, 
rate of food consumption, stated food prefer- 
ence 

• Psychosocial status 

• Activity level 

• Coping patterns 

• Body image, including perception of ob- 
server and self-perception 



Defining characteristics 



• Body weight 10% or more over ideal weight 
for height and frame 

• Clinical obesity 

• Dysfunctional eating patterns, such as con- 
centrating food intake at end of day, eating in 
response to internal cue other than hunger 
(anxiety, for example), eating in response to 
such social cues as time of day and social sit- 
uation, pairing food with other activities 

• Observed use of food as a reward or com- 
fort measure 

• Reported or observed obesity in one or both 
parents 

•Triceps skin fold greater than 15 mm in men 
and 25 mm in women 



Associated medical diagnoses (selected) 

Anxiety, depression, diabetes mellitus, Pick- 
wickian syndrome 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voices feelings about present 
weight. (1) 

• Patient identifies internal and external cues 
that increase food consumption. (2,3,4) 

• Patient states need to lose weight. (4,6) 

• Patient sets a weight-loss goal of lb 

weekly. (4,6,8) 

• Patient plans menus appropriate to pre- 
scribed diet. (3,5) 

• Patient adheres to prescribed diet. (3,5,7) 

• Patient loses a minimum of lb 

weekly. (4,7,8) 

• Patient sets target weight before discharge. 
(4,9) 

• Patient states plan to monitor and maintain 
target weight. (4,10) 

• Patient participates in selected exercise pro- 
gram times weekly. (11) 

Interventions and rationales 

1. Help patient identify the problem, feelings 
associated with eating, and circumstances in 
which patient turns to food. Permanent weight 
loss starts with examination of factors contrib- 
uting to weight gain. 

t Numbers lotavina outcomes refer lo interventions. 



2. Discuss patient's normal food preferences 

to evaluate eating habits and include preferred 
foods in patient's diet. 

3. Have dietician discuss meal planning with 
patient during hospitalization to help patient 
plan nutritious, satisfying meals. 

4. If resource is available, refer patient to a 
mental health professional for behavior modifi- 
cation to help patient change poor eating hab- 
its and ensure permanent weight loss. * 

5. Teach patient about low-calorie, nutritious 
foods. This encourages patient to eat foods 
that provide energy without causing weight 
gain. 

6. Help patient set realistic goals for losing 
weight. This aids positive reinforcement and 
reduces frustration. 

7. Give patient emotional support and positive 
feedback for adhering to prescribed dietary 
regimen to promote compliance. Encourage 
nondietary rewards, such as purchase of a 
new accessory or book, to promote continua- 
tion of dietary plan and help patient avoid us- 
ing food as a reward. 

8. Weigh patient weekly or as prescribed to 
monitor effectiveness of diet plan. 



9. Set target weight with patient and have pa- 
tient record weight. This involves patient in 
plan and provides positive reinforcement. 

10. Explore feasibility of having patient partici- 
pate after discharge in Weight Watchers, Ov- 
ereaters Anonymous, or other group or 
individual diet therapies. Such resources pro- 
vide reinforcement and information. 

11. Help patient select an exercise program 
(walking, jogging, aerobics, swimming) appro- 
priate to age and physical condition. Besides 
aiding weight loss, activities offer an alterna- 
tive to eating to alleviate stress. 

Documentation 

• Patient's expressions of feelings about 
weight, eating, food, dieting 

•Goals set by patient 

• Record of weight 

• Foods consumed by patient 

• Behaviors that facilitate or impede weight re- 
duction 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 



Oral mucous membrane alteration 

related to dehydration 




Definition 



Altered mouth integrity 
Assessment 



• History of pathologic conditions known to 
cause dehydration, such as diabetes 
•Medications such as diuretics and antihista- 
mines 



• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes, serum electrolytes, skin 
turgor, urine specific gravity 

•Oral status, including inspection of oral cav- 
ity (gums and tongue), pain or discomfort, sal- 
ivation 

• Nutritional status, including current weight, 
change from normal weight, and dietary pat- 
tern 



• Psychosocial status, including change in fi- 
nancial status, coping skills, habits (smoking, 
alcohol intake), patient's perception of health 
problem, recent traumatic event 

Defining characteristics 

• Clinical evidence of dehydration 
•Coated tongue 

• Decreased or absent salivation 

• Dry mouth 

• Halitosis 

•Oral lesions or ulcers 

• Oral pain or discomfort 

• Oral plaque 

• Stomatitis 
•Thirst 



Associated medical diagnoses (selected) 

Alcoholism, anorexia nervosa, depression, dia- 
betes insipidus, diabetes mellitus (uncon- 
trolled), drug-induced stomatitis, fever, Gl 
dysfunction involving vomiting or diarrhea, 
heat exhaustion, heat stroke, hemorrhage, hy- 
povolemic shock, NPO status, oxygen therapy, 
postoperative status, radiation therapy 



Turn card over to lind EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION 
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Expected outcomes t 

• Patient maintains fluid balance (intake 
equals output). (2) 

• Patient states increased comfort. (2,3) 

• Oral mucous membranes are pink and 
moist. (1,2,3,4,5,6) 

•Complications are avoided or minimized. 
(1,2,3) 

•Patient correlates precipitating factors with 
appropriate oral care. (5,6) 

• Patient demonstrates oral hygiene 
practices. (4) 

Interventions and rationales 

1. Inspect patient's oral cavity every shift. De- 
scribe and document condition; report any 
change in status. Regular assessments can 
anticipate or alleviate problems. 

2. Perform prescribed treatment regimen, in- 
cluding administering IV. or oral fluids, to im- 
prove condition ol patient's mucous mem- 
branes. Monitor progress, reporting favorable 
and adverse responses to treatment regi- 
men.* 

3. Provide supportive measures, as indicated: 
a. Assist with oral hygiene before and after 



meals to promote feeling ol comfort and 
well-being. 

b. Use a toothbrush with suction if patient 
cannot spit out water to minimize risk of 
aspiration. 

c. Provide mouthwash or gargles, as or- 
dered, to increase patient comfort and 
maintain moisture in mouth. * 

d. Lubricate patients lips frequently with 
water-based lubricant to prevent cracked, 
irritated skin. 

4. Instruct patient in oral hygiene practices, if 
necessary. Have patient return demonstration 
of oral care routine. Tell patient to chew gum 
or suck on sugarless hard candy to stimulate 
salivation. 

a. Use soft-bristled toothbrush. 

b. Brush with circular motion downward 
from the gums. 

c. Include the tongue when brushing. 

d. Review need for routine visits to dentist 
(annually for adults). These measures in- 
crease patient's awareness of oral hy- 
giene practices and reduce discomfort, 
resulting in increased nutrition and hydra- 
tion. 



5. Discuss precipitating factors, if known, and 
work to prevent future episodes. For example, 
encourage patient to avoid exercising in heat 
and to report effects of medication. Patient's 
increased awareness of causative factors will 
help prevent recurrence. 

6. Encourage adherence to other aspects of 
health care management (controlling diabetes, 
changing dietary habits, avoiding alcoholic 
beverages) to control or minimize effects on 
mucous membranes. 

Documentation 

• Observations of condition, healing, and re- 
sponse to treatment 

• Interventions to provide supportive care and 
patient's response to supportive care 

• Instructions given, patient's understanding of 
instructions, and patient's demonstrated skill in 
carrying out prescribed oral care measures 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Oral mucous membrane alteration 

related to mechanical trauma 




Definition 



Altered mouth integrity 
Assessment 



• History of oral surgery, dentures, braces, or 
dental problems 

• Medications such as diuretics or antihista- 
mines 

• Vital signs 

• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes, serum electrolytes, skin 
turgor, urine specific gravity 

• Oral status, including inspection of oral cav- 
ity (with gums and tongue), pain or discom- 
fort, salivation 

• Nutritional status, including current weight, 
change from normal weight, dietary pattern 

• Psychosocial status, including coping skills, 
patient's perception of health problem, recent 
traumatic event 



Defining characteristics 



• Braces 

• Decreased or absent salivation 

• Dry mouth 

• Halitosis 

• Ill-fitting dentures 

• Leukoplakia 

' Oral lesions or ulcers 

• Oral pain or discomfort 
•Oral plaque 



Associated medical diagnoses (selected) 

Abscessed tooth, facial fracture, hemorrhagic 
gingivitis, impacted wisdom teeth, jaw frac- 
ture, other conditions requiring oral surgery 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains fluid balance (intake 
equals output). (2) 

• Oral mucous membranes are pink and 
moist. (1,2,3,4,5,6) 

• Patient states increased comfort. (2,3,7) 
•Complications are avoided or minimized. 
(1,2,3,7) 

• Patient correlates precipitating factors with 
appropriate oral care. (5,6,7) 

• Patient demonstrates correct oral hygiene 
practices. (4) 

Interventions and rationales 

1 , Inspect patient's oral cavity every shift. De- 
scribe and document condition and report any 
status change, Mechanical trauma can be 
caused by ill-filling dentures, jagged teeth, 
braces, oral surgery, and insertion ol endotra- 
cheal tube. Regular assessments can antici- 
pate or alleviate problems. 

2. Establish and follow routine oral hygiene 
schedule. For example, soak dentures every 
evening, cleanse with denture cream, rinse, 
and keep in properly labeled container at pa- 
tient's bedside. Routine oral hygiene can im- 



prove condition of mucous membranes. 

3. Provide supportive measures, as indicated: 

a. Assist with oral hygiene before and after 
meals. 

b. Use a toothbrush with suction if patient 
cannot spit out water. 

c. Provide mouthwash or gargles, as or- 
dered, to increase patient comfort. * 

d. Lubricate patient's lips frequently with 
water-based lubricant. Fluid and food in- 
take increases when comfort is in- 
creased. 

4. Instruct patient in oral hygiene practices, if 
necessary. Have patient return demonstration 
of oral care routine. Tell patient to stimulate 
saliva by chewing gum or sucking on sugar- 
less hard candy. These measures increase 
patient's awareness of oral hygiene practices 
and reduce discomfort, resulting in increased 
nutrition and hydration. 

5. Discuss precipitating factors, if known, and 
work to prevent future episodes (for example, 
weight loss may change contours of oral cav- 
ity). Patient's increased awareness of caus- 
ative factors will help prevent recurrence. 

6. Encourage adherence to other aspects of 



health care management to control or mini- 
mize effects on mucous membranes. For ex- 
ample, encourage patients with braces to 
avoid popcorn, chewing gum, caramels. These 
measures reduce risk of trauma to oral mu- 
cous membrane. 

7. Refer patient to dentist, dental hygienist, or 
other appropriate resource to correct ill-fitting 
dentures, modify braces, adjust jaw wires, etc. 
Regularly scheduled dental follow-up reduces 
risk of trauma to oral mucous membranes. * 

Documentation 

• Observations of condition, healing, and re- 
sponse to treatment 

• Interventions to provide supportive care and 
patient's response to supportive care 

• Instructions given, patient's understanding of 
instructions, and demonstrated skill in carrying 
out prescribed oral care measures 

• Evaluations for each expected outcome. 



t Numbers tallowing outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Oral mucous membrane alteration 

related to pathologic condition 




Definition 



Altered mouth integrity 
Assessment 



• History of oral cavity disorder or surgery 

• Medication history 

•Oral status, including condition of teeth, in- 
spection of oral cavity (including gums and 
tongue), oral hygiene routine, pain or discom- 
fort, palpation of buccal mucosa, salivation 
•Nutritional status, including current weight, 
change from normal weight, dietary pattern, 
vitamin intake 

• Psychosocial status, including coping skills, 
family or significant other, habits (smoking, al- 
cohol intake), patient's perception of health 
problem, self-concept, stressors (finances, 
family, job) 



Defining characteristics 



•Carious teeth 

• Clinical evidence of pathology affecting oral 
mucous membranes 

• Coated tongue 

• Decreased or absent salivation 

• Desquamation 

• Dry mouth 

•Gum hypertrophy or recession 

• Halitosis 

• Hyperemia 

• Inflammation of gums or mucous mem- 
branes 

• Leukoplakia 

•Oral edema, bleeding, exudates 

• Oral lesions, vesicles, ulcers 
•Oral pain or discomfort 
•Oral plaque 



Associated medical diagnoses (selected) 

Aphthous ulcers, bleeding disorders, cardio- 
vascular disease with anticoagulant therapy, 
carious teeth, dental surgery, fractured jaw, 
gingivitis (all types), head and neck cancer 
with irradiation or chemotherapy, leukemia, 
malnutrition, oral cancer, oral candidiasis, oral 
trauma, periodontal disease, scurvy, stomati- 
tis, terminal cancer 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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E xpected outcomes t 

• Lesions or wounds show improvement or 
heal. (1,2,4,5,6) 

• Complications are avoided or minimized. 
(1,2,4,5,7) 

• Patient voices increased comfort. (2,4,5) 

• Patient demonstrates understanding of surgi- 
cal measures. (5) 

• Patient voices feelings about condition. (3,8) 

• Patient explains oral care routine. (5,6) 

• Patient demonstrates oral hygiene 
practices. (6) 

Interventions and rationales 

1. Inspect patient's oral cavity every shift. De- 
scribe and document condition, reporting any 
status change. Regular assessment prevents 
recurrence or exacerbation of problems. 

2. Perform prescribed treatment regimen for 
the underlying pathologic condition. Report fa- 
vorable and adverse responses to treatment 
regimen. Treating underlying condition im- 
proves condition oloral mucous membranes. * 

3. Encourage patient to state feelings and 
concerns about oral condition and its impact 



on body image, to help him accept changes in 
body image. 

4. Provide supportive measures as indicated: 

a. Assist with oral hygiene before and after 
meals. Use soft-bristled toothbrush or 
cotton applicator and nonalcoholic 
mouthwash, to minimize trauma to dam- 
aged tissues. 

b. Lubricate patient's lips frequently to pre- 
vent cracking and irritation. 

c. Use artificial saliva solution if mouth re- 
mains dry to restore normal moisture. 

d. Avoid serving hot, cold, spicy, fried, or 
citrus foods, which irritate damaged tis- 
sue. 

e. Suction oral cavity to prevent drooling 
and aspiration of accumulated secre- 
tions. Aspiration may lead to pneumonia 
or coughing and further trauma. 

f. To reduce pain, give soft or pureed foods, 
which don't irritate tissues. 

5. If oral surgery is scheduled, give appropri- 
ate preoperative and postoperative instruction 
and care. Document response. Instruction en- 
hances compliance with therapy. 



6. Instruct patient in oral hygiene practices 
and have patient give return demonstration. 
Suggest referral to dentist or dental hygienist. 
This increases patient's awareness of oral hy- 
giene and reduces discomfort, resulting in in- 
creased nutrition and hydration. t 

7. Encourage patient to stop smoking. Smok- 
ing has been linked to mucous membrane 
breakdown and cancer. 

8. Refer to psychiatric liaison nurse or support 
group, to help patient cope with altered body 
image. 

Documentation 

• Patient's expression of concern about oral 
condition and its impact on body image 

• Patient's willingness to join in own care 

• Observations of condition, healing, and re- 
sponse to treatment 

• Interventions to provide supportive care and 
patient's response to supportive care 

• Instructions given, patient's understanding of 
instructions, and demonstrated skill in carrying 
out prescribed oral care measures 

• Evaluations for each expected outcome. 



t Numbers following oulcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Pain 

related to physical, biological, 
or chemical agents 




Definition 



Subjective sensation of discomfort derived 
from multiple sensory nerve interactions ge- 
nerated by physical, chemical, biological, or 
psychological stimuli 



Assessment 



• Descriptive characteristics of pain, including 
location, quality, intensity on a scale of 1 to 
10, temporal factors, sources of relief 

• Physiologic variables, such as age and pain 
tolerance 

• Psychological variables, such as body im- 
age, personality, previous experience with 
pain, anxiety, and secondary gain 

• Sociocultural variables, including cognitive 
style, culture or ethnicity, attitude and values, 
sex, and birth order 

• Environmental variables, such as the setting 
and time 



Defining characteristics 



• Alteration in muscle tone (may range from 
listless to rigid) 

• Autonomic responses not seen in chronic 
stable pain (diaphoresis, blood pressure and 
pulse rate change, dilated pupils, and in- 
creased or decreased respiratory rate) 

• Communication (verbal or coded) of pain de- 
scription 

• Distracting behavior, such as moaning, 
crying, and seeking out other people or activi- 
ties 

• Facial mask of pain, characterized by lack- 
luster eyes, a "beaten" look, fixed or scattered 
movement, or grimacing 

• Guarding or protective behavior, such as fa- 
voring a body part 

• Narrowed focus, including altered time per- 
ception, withdrawal from social contact, and 
impaired thought process 

• Self-focusing 



Associated medical diagnoses (selected) 

Pain can be experienced with most medical 
diagnoses. The following represent diagnoses 
in which pain is severe: angina pectoris, 
burns, migraine headache, myocardial infarc- 
tion, pancreatitis, renal colic, thoracic surgery 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient identifies pain characteristics. (1) 

• Patient articulates factors that intensify pain 
and modifies behavior accordingly. (1,2,4) 

• Patient expresses a feeling of comfort and 
relief from pain. (1,2,3,5,6,7) 

• Patient slates and carries out appropriate in- 
terventions for pain relief. (2,3,4,5,6,7,8) 

Interventions and rationales 

1. Assess patient's physical sympfoms of pain 
and administer pain medication as prescribed. 
Monitor and record medication's effectiveness 
and side effects. Assessment allows lor care 
plan modification as needed, t 

2. Perform comfort measures fo promote re- 
laxation, such as massage, bathing, reposi- 
tioning, relaxation techniques. These 
measures reduce muscle tension or spasm, 
redistribute pressure on body parts, and help 
patient locus on non-pain-related subjects. 

3. Plan activities with the patient to provide 
distraction, such as reading, crafts, television, 
visits, etc, to help patient focus on non-pain- 
related matters. 

4. Provide the patient with information to help 



increase pain tolerance; for example, reasons 
for pain and length of lime it will last. This ed- 
ucates patient and encourages compliance in 
trying alternative pain relief measures. 

5. Manipulate the environment to promote pe- 
riods of uninterrupted rest. This promotes 
health, well-being, and increased energy level 
important to pain relief. 

6. Apply heat or cold as ordered (specify) to 
minimize or relieve pain. * 

7. Help patient into a comfortable position and 
use pillows to splint or support painful areas, 
as appropriate, to reduce muscle tension or 
spasm and to redistribute pressure on body 
parts. 

8. Collaborate with patient in administering 
prescribed analgesics when alternative meth- 
ods of pain control are inadequate. Gaining 
patient's trust and involvement helps ensure 
compliance and may reduce medication in- 
take.* 

Documentation 

• Patient's description of physical pain, pain 
relief, and feelings about pain 
•Observations of patient's physical, psycho- 



logical, and sociocultural responses to pain 

• Comforl measures and medications provided 
to reduce pain; also effectiveness of interven- 
tions 

• Information provided to patient about pain 
and pain relief 

• Other interventions performed to assist pa- 
tient with pain control 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions 



t Indicates doctor-ordered instruction. 



Pain 

related to psychological agents 




Definition 



Subjective sensation of discomfort derived 
from multiple sensory nerve interactions gen- 
erated by physical, chemical, biological, or 
psychological stimuli 

Assessment . 



• History of exposure to physical, biological, or 
chemical agents as a cause of pain 

• Descriptive characteristics of pain, including 
location, quality, intensity on a scale of 1 to 
10, temporal factors, and sources of provoca- 
tion or relief 

• Physiologic variables, such as age and pain 
tolerance 

• Psychological variables, such as body im- 
age, personality, previous experience with 
pain, anxiety, and secondary gain 

• Sociocultural variables, including cognitive 
style, culture and ethnicity, attitude and val- 
ues, sex, and birth order 



• Environmental variables, such as time and 
setting 

Defining characteristics 

• Absence or insufficient levels of physical, bi- 
ological, or chemical agents to cause pain in- 
tensity experienced by patient 

• Communication (verbal or coded) of pain de- 
scription 

• Distracting behavior, such as moaning, 
crying, pacing or restlessness, or seeking out 
other people or activities 

• Facial mask of pain, including lackluster 
eyes, a "beaten" look, fixed or scattered 
movement, grimacing, and altered muscle 
tone (may range from listless to rigid) 

• Guarding or protective behavior, such as fa- 
voring a body part 

• Narrowed focus, including altered time per- 
ception, withdrawal from social contact, and 
impaired thought processes 



• Pattern of pain described by patient that's 
difficult to associate with a physiologic process 

Associated medical diagnoses (rejected) 
Depending on the variables present in assess- 
ment, such psychological agents as stress, 
depression, and ineffective coping mecha- 
nisms may intensify pain caused by physical, 
biological, or chemical agents. An example of 
psychological pain is the phantom pain often 
experienced following limb amputation. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies specific characteristics of 
pain. (1,2,3) 

• Patient expresses relief from pain within a 
reasonable time after taking prescribed medi- 
cation. (2) 

• Patient helps develop a plan for pain control. 
(3,4) 

• Patient articulates possibility of physical pain 
being associated with emotional stressors. (3) 

• Patient requires less pain medication (spec- 
ify). (4,5,6) 

• Patient states satisfaction with pain manage- 
ment regimen. (1,2,3,4,5,6,7) 

• Patient utilizes available resources to under- 
stand pain phenomenon and cooperates with 
treatment plan. (4,5,7,8) 

Interventions a nd rationales 

1. Assess physical symptoms that require pain 
medication and administer medication as pre- 
scribed. Continuous reassessment documents 
patient's subjective complaints and behavior 
with organic pathology. * 

2, Return to patient in 30 minutes to check 
medication's effectiveness. This establishes 



trusting-caring relationship that encourages 
accurate communication. 

3. Discuss with patient possible association 
between exacerbation of pain and patient's 
identified stressors. This helps patient explore 
exacerbating emotional or environmental lac- 
tors that may affect pain. 

4. Ask patient to help establish goals and de- 
velop plan for pain control. This gives patient 
sense of control. 

5. Provide patient with positive feedback 
about progress toward reaching goals to im- 
prove motivation and encourage compliance. 

6. Spend at least 15 minutes per shift allowing 
patient to express feelings, which will help 
give patient a sense of control. 

7. Consider the services of a psychiatric men- 
tal health professional to help patient and staff 
establish a realistic plan to resolve the prob- 
lem. Patients who remain helpless, unmoti- 
vated, uncooperative, and manipulative are 
self-destructive. Underlying causes should be 
explored. ' 

8. Plan activities to distract patient, such as 
reading, television, visits, etc. to help patient 
focus on matters other than pain. 



Documentation 

• Patient's expressions of physical pain and 
well-being, and emotional pain and well-being 

• Observations of patient's physical well-being 

• Interventions performed to assist patient in 
controlling pain 

• Results of interventions 

• Evaluations for each expected outcome. 

Care plan notes 



1 Numbers following outcomes reler lo interventions. 



t Indicates doctor-ordered instruction. 



Pain, chronic 

related to physical disability 




Definition 



Pain complaints thai last longer than the ex- 
pected healing process, which is usually 6 to 
12 weeks 



Assessment 



• Descriptive characteristics of pain, including 
location, quality, intensity on a scale of 1 to 
10, temporal factors, duration, precipitating 
factors (food, alcohol, activity, stress), comfort 



• Physiologic variables, such as general health 
state, length of pain, organ system involve- 
ment, pain tolerance, disability (work, family, 
social), pain interventions (injection, traction, 
ice, physical therapy, transcutaneous electrical 
nerve stimulation [TENS]) 

• Psychological variables, such as age, self- 
esteem, self-worth, role (worker, husband, 
breadwinner), coping behavior (appropriate or 
inappropriate), secondary gains (disability in- 
surance, workmen's compensation, litigation), 



suffering (emotional component), manipulative 
behavior, dependence on others or on system, 
previous hospital experience 
•Sociocultural variables, including educational 
level, motivation, culture or ethnicity, sex, val- 
ues and beliefs, pain behaviors, financial dis- 



• Environmental variables, such as setting and 
time 

• Pharmacologic variables, including type of 
drugs, amount used in one day, use of illicit 
drugs, and use of alcohol 

Defining characteristics 

• Autonomic responses generally absent 
•Communication (verbal or coded) of pain de- 
scription 

• Demands for immediate relief 

• Fatigue 

•Gl concerns or problems 

• Insomnia 

• Muscle tone alteration; spasm 



• Narrowed perception and awareness of sur- 
roundings 

• Pain behavior: crying, moaning 

• Protective behavior: guarding, limping 

• Self-focusing 

• Sexual dysfunction 
t gain or loss 



Associated medical diagnoses (selected) 

Cervical pain, chronic low back pain, diabetic 
neuropathy, intermittent or chronic headaches, 
phantom limb, postherpetic neuralgia, postsur- 
gical pain, reflex sympathetic dystrophy 



Turn card over to find EXPECTED OUTCOMES, 
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Expected outcomes t 

• Patient identifies characteristics of pain and 
pain behaviors. (1) 

• Patient develops a pain management pro- 
gram that includes activity and rest schedule, 
exercise program, and medication regimen 
that's not pain-contingent. (2,3,4,5,6) 

• Patient carries out resocialization behavior 
and activities. (2) 

• Patient states relationship of increasing pain 
to stress, activity, and fatigue. (6,7,8) 

• Patient states importance of self-care behav- 
ior or activities. (7) 

Interventions and rationales 

1 . Assess patient's physical symptoms of pain, 
physical complaints, and daily activities. Ad- 
minister pain medication as prescribed. Moni- 
tor and record effectiveness and adverse 
effects of medication. (Keep in mind that pain 
behavior and pain talk may be inconsistent.) 
Correlating patient's pain behavior with activi- 
ties, time of day, and visits may be useful in 
modifying tasks. * 

2. Develop behavior-oriented care plan, follow- 



ing activity schedule, for example. Learned 
pain behaviors must be modified through be- 
havioral-cognitive measures. 

3. Instruct patient in use of relaxation tech- 
niques, music, or therapy to relieve pain, as 
adjunct to medications; also to increase self- 
help and foster independence. 

4. Teach patient and family such techniques 
as massage, use of ice, or exercise to relieve 
pain and foster independence. 

5. Work closely with staff and patient's family 
to achieve pain management goals and maxi- 
mize patient's cooperation. 

6. Use behavior modification; for example, 
spend time with patient only if discussion in- 
cludes no pain talk. Use contingency rewards 
for decreasing pain talk and pain behavior. 
Reducing pain talk helps patient refocus on 
other, more important, matters. 

7. Encourage self-care activities. Develop a 
schedule. This helps patient gain sense of 
control and reduces dependence on caregiv- 
ers and society. 

8. Establish a specific time to talk with patient 
about pain and its psychological and emo- 



tional effects to establish a trusting, supportive 
relationship encompassing patient's biopsy- 
chosocial, sexual, and financial concerns. 

Documentation 

• Patient's description of physical pain, pain 
relief, and feelings about pain 

• Pain talk and pain behavior and affect 

• Relationship of reports of pain to activities 
•Treatments and pain talk 

•Time out of bed 

•Comfort measures initiated by nurse, patient, 
or family 

• Response to interventions 

• Response to pharmacologic agents 

• Interaction with staff 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers tallowing outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Parental role conflict 

related to crisis (child's hospitalization) 




Definition 



State in which one or both parents experience 
role confusion and conflict in response to cri- 
sis 



Assessment 



• Parental status, including age and maturity; 
apprehension, fear, guilt; coping mechanisms 
employed; developmental state of family and 
other children; knowledge of normal growth 
and development of children; parents' past re- 
sponse to crises; parents' understanding of 
child's present condition; previous parent-child 
relationship; spiritual practices of parents and 
family; stability of parental relationship; sup- 
port systems available to parent 

• Parent-child interaction, including eye con- 
tact, response to appearance (bandages, de- 
formities, hospital equipment), smiling, 
touching, verbalization 



Defining characteristics 



• Change in parent-child interaction (speaking 
and listening, touch, visual contact) 

• Ineffective parental coping mechanisms 

• Parental relationship breakdown; decreased 
mutual support and communication 

• Parental role changes 

• Parents unable or unwilling to participate in 
child's physical or emotional care 



Associated medical diagnoses (selected) 

Any disease or condition, short-term or long- 
term, that results in a child's hospitalization 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Parents communicate feelings about present 
situation. (4,7,8) 

• Parents become involved in normal caretak- 
ing of their child. (1,2,5,6) 

• Parents express feelings of greater control 
and ability to offer more in present situation. 
(1,2,4,6,7,8) 

• Parents express knowledge of child s devel- 
opmental needs. (2,3) 

• Parents fill an integral role during child's hos- 
pitalization and are able to meet child's physi- 
cal and emotional needs during time of crisis. 
(2,3,5,6,7) 

• Parents use available support systems or 
agencies to assist in coping. (4) 

Interventions and rationales 

1. Orient parents and significant others to hos- 
pital environment, visiting procedures, appara- 
tus, and staff. Knowledge ol physical layout, 
staff, and institution policies helps allay anxi- 
ety. 

2. Encourage and involve parents in caring for 
their child to decrease feelings of helpless- 
ness. 



3. Educate parents in normal childhood physi- 
cal and psychological development. This 
knowledge can prepare parents for changes. 

4. Encourage parental involvement in appro- 
priate support groups or agencies when nec- 
essary. Such groups can provide emotional 
support and help reduce feelings of being 
overwhelmed. 

5. Encourage questions about child's status to 
lessen feelings of helplessness. 

6. Involve parents in child's case conference, if 
and when appropriate. Active participation in- 
creases feelings of involvement and control. 

7. Facilitate open communication between 
parents to express feelings of guilt, blame, 
helplessness, anger, fear, frustration, etc. 
Expression can help reduce anxiety and ten- 
sion. 

8. Explore and review effective coping tech- 
niques to further reduce anxiety. 

Documentation 

•Observations of parents' ability to cope; their 
level of involvement in current situation 
• Interventions performed to assist parents in 



lowering stress and ultimately in coping with 
situation 

• Referrals to outside agencies or support 
groups 

• Child's medical and emotional state 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers tallowing outcomes refer to interventions. 



Parenting alteration I 

related to lack of knowledge 1 06 



Definition 



Inability of a nurturing figure to promote opti- 
mum growth and development in an infant or 
child 



Defining characteristics 



Assessment 



• Parental status, including age or maturity; 
age, sex, status of other children; apprehen- 
sion; developmental state; family and friends; 
history of hereditary disease: knowledge of 
child care, normal growth and development; 
previous bonding history; relationship with 
spouse or significant other 

• Infant-child-parent interaction, including care 
practices; eye contact; response to appear- 
ance, handicaps, sex of infant; smiling; touch- 
ing; verbalization; visual and voice responses 

• Psychosocial status, including financial stres- 
sors, previous experience; support of family, 
friends, significant other; work demands 



• Constant verbalization of disappointment in 
sex or physical characteristics of infant or 
child 

•Evidence of physical and psychological 
trauma 

• Failure to thrive 

• Growth and development lag in infant or 
child 

• History of child abuse or abandonment by 
primary caretaker 

•Inappropriate caretaking behaviors (toilet 
training, sleep and rest, feeding) 

• Inattention to infant's or child's needs 

• Lack of parental attachment behaviors: 
inappropriate visual, tactile, auditory stimula- 
tion; negative attachments of meanings to 
characteristics of infant or child; negative iden- 
tification of characteristics of infant or child 

• Noncompliance with health appointments for 
self and infant or child 

• Verbalization of inability to control child 



•Verbalization of resentment toward infant or 
child 

•Verbalization of role inadequacy 

Associated medical diagnoses iseieciedi 
Pregnancy (cesarean section, full-term, multi- 
ple or premature births), hospitalization 
(acute, planned, unexpected) 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient establishes eye, physical, and verbal 
contact with infant or child. (2,3,6) 

• Patient voices satisfaction with infant or 
child, (7) 

•Patient demonstrates correct feeding, bath- 
ing, and dressing techniques. (1,2,3,4,5,6) 

• Patient maintains relationship with spouse or 
significant other. (2,7) 

• Patient states plans for routine physical and 
psychological examinations for infant. (4) 

Interventions and rationales 

1. Orient parents to environment, visiting poli- 
cies, and child-care classes. Knowledge of 
physical layout and institutional policies helps 
allay anxiety. 

2. Involve parents in care of infant or child im- 
mediately to establish bonding. 

3. Provide opportunities for caretaking by al- 
lowing parents to share room with infant or 
child or by extending visitation periods. This 
increases feelings of self-esteem and self- 
worth. 

4. Educate parents in: 

a. normal growth and development. 



b. feeding techniques: breast, bottle. Care P lan 

c. infant care, such as bathing, dressing. 

d. signs and symptoms of illness. 

e. need for tactile and sensory stimulation. 

f. routine medical follow-up. 
Knowledge of routine infant care will increase 
chances of successful parenting. 

5. Encourage questions about caretaking and 
provide appropriate information to allay anxi- 
ety and monitor knowledge retention. 

6. Refer parents to family support group if dif- 
ficulties in adapting are identified to enhance 
adaptation. 

7. Encourage verbalization of infant's or child's 
impact on family life. Changes in family plans 
and routines may occur; discussion helps es- 
tablish satisfactory compromise. 

Documentation 

• Parent's expressions of feelings about cur- 
rent situation 

• Observations of bonding, caretaking, and 
knowledge level 

•Instructions given 
•Infant's weight 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Parenting alteration, high risk for 

related to lack of knowledge or ineffective role model 




Definition 



Presence of risk factors which may interfere 
with a parent's ability to promote optimum 
growth and development in an infant or child 



Assessment 



•Ages of mother and child 
• Mother's psychosocial status, including de- 
velopmental state; educational level; family 
roles; presence or absence of spouse or signif- 
icant other; financial stressors; previous par- 
enting experience; support of family, friends, 
or significant other; work demands 
•Interaction between mother and infant or 
child, including care practices; eye contact: re- 
sponse to appearance and sex of infant; smil- 
ing; touching; verbalization; and visual and 
voice responses 



Risk factors 



• Delay in growth and development of infant or 
child 

• Failure to thrive 

• Frequent accidents 

•Lack of knowledge of appropriate parenting 
activities 

• Lack of parental attachment behaviors 

• Mother expresses frustration, anger, sad- 
ness, or disappointment over problems in car- 
ing for infant or child 

• Mother fails to comply with health appoint- 
ments for self and infant or child 

• Mother fails to provide appropriate visual, 
tactile, or auditory stimulation 

•Mother not attentive to infant's or child's 
needs 

•Mother unfamiliar with appropriate caretaking 
behaviors in areas such as toilet training, 
sleep, or feeding 



Associated medical diagnoses (selected) 

Burns, failure to thrive, fractures, head trauma, 
neglect, soft tissue injuries 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Mother establishes eye, physical, and verbal 
contact with infant or child. (3,8) 

•Mother demonstrates correct feeding, bath- 
ing, and dressing techniques. (2,7,8) 

• Mother states plans for bringing infant or 
child to clinic for routine physical and psycho- 
logical examinations. (6,8,9,10) 

• Mother expresses understanding of develop- 
mental norms. (4,7,8) 

• Mother provides play activities appropriate to 
child's age. (1,5,8) 

Interventions and rationales 

1, Assess the amount of developmental stimu- 
lation provided by mother. For example, use 
Caldwell HOME Inventory Measure on home 
visit to assess presence or absence of devel- 
opmental!^ stimulating home environment. 

2. Instruct mother in basics of infant and child 
care, including: 

a. breast and bottle-feeding techniques, 
such as positioning of infant for optimal 
intake, amount to offer at each feeding, 
and frequency of feedings based on in- 
fant's age 



b. bathing and safety precautions during 
bathing 

c. appropriate dressing, 

Research shows that the primary source ol in- 
formation about parenting is the mothers own 
parents. If the mother lacks an effective role 
model, you may need to supply basic informa- 
tion about parenting. 

3. When caring for the child in the mother's 
presence, act as a role model of effective par- 
enting skills. Demonstrate comfort measures, 
such as rocking the infant, and show mother 
how to hold the infant in an en face position to 
increase mother's knowledge of routine child- 
care practices. 

4. Teach the mother about normal growth and 
development, and identify ages at which child 
is able to master developmental tasks such as 
rolling over, crawling, and walking. This will 
assist mother in monitoring child's growth and 
development and in practicing appropriate 
safety precautions, such as blocking stair- 
ways, keeping crib side rails secured, and pre- 
venting accidents. Also discuss problem 
behaviors associated with specific ages, such 
as colic, temper tantrums, and sleeping diffi- 



culties to further enhance mothers under- 
standing of developmental norms. 

5. Discuss child's need for tactile and sensory 
stimulation. Demonstrate play activities that 
promote developmental skills, such as shaking 
a rattle in front of the infant to build eye-and- 
hand coordination, or placing a mobile above 
the infant to encourage visual tracking and 
trunk and head control. Sensory experiences 
promote cognitive development. 

6. Familiarize the mother with techniques for 
detecting symptoms of illness in infant or 
child, including: 

a. taking temperatures and reading ther- 
mometers 

b. assessing child's respiratory status 

c. observing for behavioral cues of illness, 
such as increased crying, rubbing ears, 
or drawing legs to abdomen. 

Knowledge of how to monitor child's health 
status will assist in diagnosis and early treat- 
ment of problems. 

7. Encourage mother to ask questions about 
infant and child care. Identify questions par- 
ents commonly ask about infant care, such as 

(continued) 



t Numbers following outcomes reler to interventions. 



Parenting alteration, high risk for 

related to lack of knowledge or ineffective role model 



Interventions and rationales (continued) Documentation 

cord care, feeding techniques, and bathing. 
Reassure mother that other parents also need 
to ask basic questions. A mother who lacks 
effective parenting rote models may not know 
what questions to ask or she may hesitate to 
ask questions because of embarrassment. 

8. Praise mother when she displays appropri- 
ate parenting skills to provide positive rein- 
forcement. 

9. Emphasize the importance of making regu- 
lar visits to a health care professional, even 
when the child appears healthy. Routine visits 
are important for early detection of develop- 
mental delays, as well as preventive care such 
as immunizations. 

10. As necessary, refer mother and family to 
doctor or social services for follow-up to en- 
sure continuity of care. 



• Evidence of neglect of infant or child 
•Observations of mother's caretaking skills 
and knowledge level 

•Presence or absence of mother-child bond- 
ing behaviors 

•Questions asked by mother about care of in- 
fant or child 

• Instructions given to mother, and mother's 



Care plan notes 



• Evaluations for each expected outcome. 



Care plan notes 



Peripheral neurovascular 
dysfunction, high risk for 



108a 



Definition 

Accentuated risk of disruption in circulation or 
sensation in an extremity or motion of an ex- 
tremity 

Assessment 

• History of trauma or vascular injuries 

• Inspection of extremities, including signs ot 
soft-tissue injury such as abrasions, lacera- 
tions, coniusions 

• Pain sensation, including characteristics 
(sharp, dull, constant, intermittent), precipitat- 
ing factors, reaction to passive stretching of 
affected muscles 

•Tactile sensation in upper extremities, includ- 
ing deltoid, radial side of forearm, palmar sur- 
face of thumb, fingers, palmar surface of little 
finger, webbed space between thumb and in- 
dex finger 

•Tactile sensation in lower extremities, includ- 
ing medial side of foot and leg, medial side of 
thigh, sole of foot, lateral aspect of leg below 



the knee 

• Motor nerve function of the upper extremi- 
ties, including arm abduction at the shoulder, 
arm flexion at the elbow, thumb and little fin- 
ger opposition, abduction and adduction of fin- 
gers, extension of wrist and fingers 

• Motor nerve function of lower extremities, in- 
cluding knee extension, thigh adduction, plan- 
tar flexion and dorsiflexion of ankle, flexion 
and extension of toes 

•Pulses in upper and lower extremities, in- 
cluding radial, ulnar, brachial, femoral, popli- 
teal, posterior tibial, and dorsalis pedis 

a. bilateral comparison 

b. quality using the following scale: 

0 = absent 

1 = very weak, barely palpable 

2 = weak, reduced 

3 = slightly weak, easily located 

4 = normal, easily located 

•Vascular status, including capillary refill time, 
blanching, skin temperature, and skin color 



• Point tenderness, especially over bony prom- 
inences 

• Edema 

•Increased intracompartmental pressure 
•Cranial nerves (if patient has halo cast) 

Risk factors 

• Fractures 

•Mechanical compression, such as tourniquet, 
cast, brace, dressing, or restraint 
•Orthopedic surgery 
•Trauma 

• Immobilization 
•Burns 

•Vascular obstruction 

Associated medical diagnoses (selected) 

Carpal tunnel syndrome, compartment syn- 
drome, gangiion cyst, neurovascular compres- 
sion, peripheral nerve entrapment syndrome, 
vascular insufficiency, vascular occlusion 
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Expected outcomes t 

•Patient does not experience disability related 
to peripheral neurovascular dysfunction follow- 
ing injury or treatment. 
(1,2,3,4,5,6,7,8,9,10,11,12,13,14,15) 

• Patient maintains circulation in extremities. 
(2,3,4,5,6,7,8,10,12,13,14,15) 

•Patient is able to feel and move each toe or 
.finger following application of cast, splint, or 
brace. (3,4,5,6) 

•Patient demonstrates correct body position- 
ing techniques. (15) 

• Patient or significant other expresses under- 
standing of risk for altered neurovascular sta- 
tus and the need to report symptoms of 
impaired circulation. (16,17) 

•If appropriate, patient enrolls in smoking ces- 
sation program. (11) 

Interventions and rationales 

1. Note if patient is to undergo surgery or pro- 
cedure that increases his risk of peripheral 
neurovascular dysfunction to anticipate com- 
plications. 

2. Immobilize joints directly above and below a 
suspected fracture site, leaving room for pulse 



assessment to facilitate monitoring of circula- 
tory status. 

3. As appropriate, assess circulation before 
application of cast, brace, or splint. Following 
application of cast, splint, or brace, have pa- 
tient move fingers and toes every 4 hours until 
discharge to detect signs of impaired circula- 
tion. 

4. Remove clothing around suspected fracture 
site, clean site, apply sterile dressings to open 
wounds, and carefully apply splint, cast, or 
brace to avoid further infection and trauma. 

5. Follow institutional guidelines for the appli- 
cation of devices such as tourniquets, re- 
straints, and tape to ensure adequate 
circulation in affected extremity. 

6. If you suspect nerve compression, assess 
position of extremity which has cast, splint, or 
brace. Positioning of extremity may affect cir- 
culation. 

7. Elevate limb above heart level following sur- 
gery or trauma to reduce risk of edema. If in- 
creased intracompartmental pressure is 
evident, maintain affected limb at heart level 
to reduce pressure. 

8. If edema appears in affected extremity, 



split, bivalve, slit, or cut a window in the cast 
and padding, according to institutional proto- 
col, to avoid neurovascular impairment. 

9. Inject neurotoxic agents (such as penicillin 
G, hydrocortisone, tetanus toxoid, and diaze- 
pam) away from affected extremity and major 
nerves to avoid injury. * 

10. Avoid flexing affected extremity. Flexion 
may reduce venous circulation, thereby in- 
creasing risk of neurovascular complications. 

11. If patient smokes, encourage him to enroll 
in a smoking cessation program. Quitting 
smoking may enhance oxygenation and 
thereby decrease risk of peripheral neurovas- 
cular dysfunction. 

12. Take steps to ease patient's anxiety. 
Stress may lead to vasoconstriction. 

13. Administer and monitor effectiveness of 
vasodilators, as ordered, to control vaso- 
spasm. * 

14. If patient requires fasciotomy to restore 
circulation, provide educational material which 
explains this emergency procedure to reduce 
patient anxiety. 

15. Instruct patient or significant other in 

(continued) 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Peripheral neurovascular 
dysfunction, high risk for 




Interventions and rationales (continue 

proper positioning when lying in bed and 
when sitting and in methods of obtaining pres- 
sure relief to avoid pooling of blood and pres- 
sure ulcers. 

16. If appropriate, discuss cause of injury and 
safety precautions to avoid further injury. Inju- 
ries to the upper extremities are usually 
caused by industrial accidents; injuries to the 
lower extremities, by automobile accidents. 

17. Instruct patient or significant other in rec- 
ognizing signs and symptoms of peripheral 
neurovascular dysfunction, including numb- 
ness, pain, or tingling. Emphasize need to re- 
port symptoms to doctor to prevent onset of 
neurovascular damage after discharge. 

Documentation 

• Results of neurovascular assessment (base- 
line and ongoing) 

• Nature of injury or treatment 
•History of illnesses and surgeries 



• Symptoms of neurovascular dysfunction re- 
ported by patient or significant other 

• Patient's turning schedule 
•Instructions provided to patient or significant 
other at discharge 

•Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Personal identity disturbance 

related to lowered self-esteem 




Definition 



Uncertainly about components of sell regard- 
ing choices of vocation, intimacy and life-style 



Assessment 



•Choices of vocation, sexual orientation, reli- 
gious orientation, friendships 
•Ability to defend choices regarding long- 
range goals, to recognize alternatives, and ap 
preciate consequences 

• Comfort level of decisions made regarding 
long-range goals 

• Degree of anxiety or depression regarding 
long-range goals 

• Loss of interest, or social isolation from 
usual activities or friends 

• Level of irritability about long-range goals 

• Sleep difficulties 
•Changes in eating habits 

• Family status, including method of dealing 
with general conflicts; level of patient's com- 
munication with parents; handling of negotia- 



tions regarding restriction of freedom; degree 
of patient's separation from family; tolerance 
of patient's expressed opinions; age-appropri- 
ateness of dating, curfew regulation, money 
responsibilities; reaction of parents to patient's 
long-range goals 

• Family and cultural standards related to sep- 
aration issues 

Defining characteristics 

• Patient is distressed about uncertainties re- 
garding variety of long-range goals, which 
may include vocation or career, relationships 
with friends, sexuality and sexual preferences, 
or religious affiliation 

•Condition typically occurs in adolescence 
and young adulthood, but can occur later as 
well 



Associated medical diagnoses (selected) 

Identity disorder, adjustment reaction. Pa- 
tient's disorder cannot result from major affec- 
tive disorder, schizophrenia, or borderline 
personality disorder 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes f 

• Patient establishes trusting relationship with 
caregiver. (1,2) 

• Patient's issues are explored. (3,4,9) 

• Family's issues are explored. (8) 

• Patient establishes a firm, positive sense of 
self and personal identity. (4,7,9) 
•Patient chooses long-range goals using 
problem-solving techniques and is comfortable 
with choices. (5,6,7,10) 

• Family accepts patient's choices of long- 
range goals. (8,10) 

Interventions and rationales 

1. Assess patient alone, without family, to 
gather baseline data and begin therapeutic re- 
lationship. 

2. Explain your role as patient advocate; ne- 
gotiate rules of interaction, including confiden- 
tiality, depth and breadth of discussion. This 
establishes your role as a resource to the pa- 
tient rather than as family's agent. 

3. Explore personal identity issues distressing 
to patient to isolate issues into smaller units 
that can be more readily addressed. 

4. Help patient identify values, beliefs, hopes, 



dreams, skills, and interests. Patient's deficits 
may lie in lack of self-exploration, problem- 
solving methods used, or separation issues 
with parents. 

5. Integrate personal identity issues into deci- 
sions and choices to develop skill in problem- 
solving methods. 

6. Help patient identify likelihood and conse- 
quences of each choice. Discussion and ex- 
planation aid problem-solving skills. 

7. Promote choices with best likelihood of suc- 
cess. Specific instructions can help patient 
gain problem-solving ability and maturity. 

8. Encourage family conferences to explore 
potential reactions to patient's choices and 
promote support for patient's independent de- 
cision-making. Meetings can help patient and 
family identify problems and find better ways 
to interact. Meetings also allow patient and 
family to ventilate true feelings in a safe envi- 
ronment. 

9. Encourage peer support groups to explore 
and share personal identity experiences. Ado- 
lescents and young adults often accept peer 
groups more than adults. 

10. Promote outpatient counseling, family 



meetings, and peer support groups as appro- 
priate to reinforce progress. Establishing out- 
patient support systems can reduce 
regression. 

Documentation 

•Assessment of patient's initial issues and 
problem-solving ability, including family's reac- 
tions as well as assessment of level of separa- 
tion achieved by patient 

• Patient's level of emotional distress and 
changes in sleep and eating, initially and as 
hospitalization continues 

• Patient's progress in problem-solving and 
making choices 

• Patient-family interactions, and content of 
family meetings 

•Patient's interaction in peer-group meetings 
•Outpatient resources identified and sug- 
gested to patient and family 
•Evaluations for each expected outcome. 



t Numbers following oulcomes refer to interventions. 



Poisoning, high risk for 

related to external factors 




Definition 



Accentuated risk of accidental exposure to or 
ingestion of drugs or dangerous products in 
doses sufficient to cause poisoning 



Assessment 



• Health history, including accidents, allergies, 
exposure to pollutants, tails, hyperthermia, hy- 
pothermia, poisoning, sensory or perceptual 
changes (auditory, gustatory, kinesthetic, ol- 
factory, tactile, visual), trauma 

• Circumstances surrounding the present situ- 
ation that might lead to injury 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Psychosocial history, including age, habits 
(drug, alcohol use), occupation, personality 
•Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
white blood cell count, toxicology screening 



Risk factors 



• Dangerous products stored or placed within 
the reach of children 

• Large supplies of drugs in the environment 

• Medicines stored in unlocked cabinets and 
accessible to confused persons 
•Poisonous plants with prominent leaves or 
berries that entice handling and ingestion 



Associated medical diagnoses (selected) 

Alzheimer's disease, brain tumor, cerebrovas- 
cular accident, chronic obstructive pulmonary 
disease, depression with suicidal ideation or 
inclination, drug overdose, organic brain syn- 
drome, posttraumatic head injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient is not exposed to and does not in- 
gest dangerous substances. (1,2,3,4,5,6) 
• Patient communicates an understanding of 
need for self-protection. (7) 
•Patient and family or significant other state 
method for safekeeping of dangerous or po- 
tentially dangerous products. (7) 

Interventions and rationales 

1. Observe, record, and report falls, seizures, 
and unsafe practices to ensure implementa- 
tion of appropriate interventions. Overdose of 
certain medications (for example, phenothi- 
azinesl can cause such neurologic problems 
as convulsions or seizures. 

2. Monitor and record respiratory status be- 
cause certain poisons can cause respiratory 
depression. 

3. Monitor and record neurologic status be- 
cause excessive toxic exposure can cause 
coma. Pupils may be pinpoint or dilated, de- 
pending on type of drug ingested and length 
of time patient has been hypoxic. 

4. Monitor vital signs, intake and output, and 



level of consciousness. Record and report any 
changes. Severe hypotension may develop fol- 
lowing overdose. It may be related to central 
nervous system defect, direct myocardial de- 
pression, or vasodilation. Marked hyperther- 
mia can occur with salicylate overdose, which 
affects metabolic rate. Dehydration may de- 
velop in some patients from increased respira- 
tory rate, sweating, vomiting and urine losses. 

5. Remove all dangerous or potentially dan- 
gerous products from the environment to avoid 
injury 

6. Check settings on oxygen flow meters ev- 
ery Vz hour on all patients known to be CO, 
retainers (for example, certain patients with 
chronic obstructive pulmonary disease). This 
avoids CO, narcosis from excessive 0 2 ther- 
apy in poorly ventilated patients; if unchecked, 
patient may stop breathing. 

7. Provide patient and family or significant 
other with information about such specific 
products as medications, oxygen, and total 
parenteral nutrition. Tailor instructions to spe- 
cific product and patient's capability for learn- 
ing self-care. This enables patient and family 



or significant other to identify and alter envi- 
ronmental or life-style factors to achieve opti- 
mum health level. 

Documentation 

•Patient's statements that indicate potential 
for injury 

• Physical findings 

•Observations or knowledge of unsafe prac- 
tices 

•Interventions performed to prevent injury 
•Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Poisoning, high risk for 

related to internal factors 
(biological, psychological, developmental) 




Definition 



Accentuated risk of accidental exposure to or 
ingestion of drugs or dangerous products in 
doses sufficient to cause poisoning 



Assessment 



• Health history, including accidents, allergies, 
exposure to pollutants, falls, hyperthermia, hy- 
pothermia, poisoning, seizures, trauma, 
sensory-perceptual changes (auditory, gusta- 
tory, kinesthetic, olfactory, tactile, visual) 

• Circumstances of present situation that 
might lead to injury 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Psychosocial history, including age, habits 
(drug, alcohol use), occupation, personality 

• Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
white blood cell count, toxicology screening 



Risk factors 



•Cognitive or emotional difficulties 

• Lack of proper precautions 

• Lack of safety or drug education 
> Reduced vision 

'Verbalization of unsafe environment 



Associated medical diagnoses (selected) 

Alzheimer's disease, brain tumor, cerebrovas- 
cular accident, depression with suicidal idea- 
tion or inclination, mental retardation, organic 
brain syndrome, posttraumatic head injury, 
schizophrenia 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient is not exposed to and does not 
ingest dangerous products. (1,2,3,4,5) 
•Patient communicates understanding of the 
need for self-protection. (6) 

• Patient and family or significant other explain 
method tor safekeeping of dangerous prod- 
ucts. (6) 

Interventions and rationales 

1. Observe, record, and report falls, seizures, 
and unsafe practices to ensure implementa- 
tion of appropriate interventions. Overdose ot 
certain medications can cause such neuro- 
logic problems as convulsions or seizures. 

2. Monitor and record respiratory status be- 
cause certain poisons can cause respiratory 
depression. 

3. Monitor and record neurologic status be- 
cause excessive toxic exposure can cause 
coma. Pupils may be pinpoint or dilated, de- 
pending on type of drug ingested and length 
of time patient has been hypoxic. 

4. Remove dangerous or potentially danger- 
ous products from the environment to avoid in- 
jury. 



5. Monitor vital signs, intake and output, and 
level of consciousness. Record and report any 
changes. Severe hypotension may develop fol- 
lowing overdose. It may be related to central 
nervous system defect, direct myocardial de- 
pression, or vasodilation. Marked hyperther- 
mia can occur with salicylate overdose, which 
affects metabolic rate. Dehydration may de- 
velop in some patients from increased respira- 
tory rate, sweating, vomiting, and urine losses. 

6. Provide patient or significant other with in- 
formation about such specific products as 
medications, oxygen, and total parenteral nu- 
trition. Tailor instructions to the specific prod- 
uct and the patient's capability for learning 
self-care. This enables patient and family or 
significant other to identify and alter environ- 
mental or life-style factors to achieve optimum 
health level. 

Documentation 

•Patient's statements about the situation that 
indicate potential for injury 
• Physical findings 

•Record of falls, seizures, and unsafe prac- 
tices 



•Interventions that reduce risk of injury 
• Patient's response to nursing interventions 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



Posttrauma response 

related to accidental injury 




Definition 



Sustained painful response to an unexpected 
life event 



Assessment 



• History and circumstances of accident 

• Physical injuries sustained, including cardio- 
pulmonary, musculoskeletal, genitourinary, in- 
tegumentary 

• Neurologic status 

• Emotional reactions, including grief reaction, 
self-concept, sleep pattern 

• Cognitive reactions, including concentration, 
memory, orientation 

• Behavioral reactions, including available sup- 
port systems, clergy, coping patterns, family or 
significant other, problem-solving ability, social 
interactions 



Defining characteristics 



• Reexperience of trauma, including exagger- 
ated startle response, excessive verbalization 
of traumatic event, flashbacks, hyperalertness, 
intrusive thoughts, nightmares 

• Psychic numbing, including amnesia, con- 
stricted affect, confusion, difficulty with inter- 
personal relationships, impaired reality 
interpretation, phobia, poor impulse control 



Associated medical diagnoses (selected) 

This nursing diagnosis can occur in any hospi- 
talized patient seriously injured by sudden, un- 
expected trauma, such as a motor vehicle 
accident, airplane crash, train derailment, or 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient recovers or is rehabilitated from 
physical injuries to the extent possible. (1) 

• Patient states feelings and fears related to 
traumatic event. (2) 

• Patient expresses feelings of safety. (2) 

• Patient uses available support systems. 
(2,3,4) 

• Patient uses effective coping mechanisms to 
reduce fear. (2) 

• Patient maintains or reestablishes adaptive 
social interactions with family or significant 
other. (3,4) 

Interventions and rationales 

1. Follow medical regimen to manage physical 
injuries. Attention to physical needs remains 
primary, according to Maslow's hierarchy. * 

2. Provide emotional support: 

a. Visit patient frequently to reduce tear of 
being alone. 

b. Be available to listen, to respond empa- 
theticaliy to patient's feelings. 

c. Accept and encourage statement of pa- 
tient's feelings to reassure patient that 
feelings are appropriate and valid. 



d. Assure patient of safety and take mea- 
sures needed to ensure it. Frequent 
nightmares or flashbacks may cause pa- 
tient to question safety of environment. 

e. Avoid care-related activities or environ- 
mental stimuli that may intensify symp- 
toms associated with trauma (loud 
noises, bright lights, abrupt entrances to 
patient's room, painful procedures or 
treatment). Environmental stimuli can 
easily intensify flashbacks to traumatic 
event. 

f. Reorient patient to surroundings and real- 
ity as frequently as necessary. Post- 
trauma psychic numbing impairs 
orientation, memory, and reality percep- 
tion. 

g. Instruct patient in at least one fear-reduc- 
ing behavior, such as seeking support 
from others when frightened. As patient 
learns to reduce fears, coping skills will 
increase. 

3, Support patient's family or significant other: 

a. Provide time for them to express feelings. 

b. Help them understand patient's reactions. 



This reduces their anxiety and gives 
them a chance to help patient. 
4. Offer referral to other support persons or 
groups, including clergy, mental health profes- 
sionals, trauma support group. Referrals help 
patient to cite sense of universality, reduce 
isolation, share fears, and deal constructively 
with feelings. * 

Documentation 

• Patient's perception of traumatic event 

• Observations of patient's behavior 
•Observations of patient's social interaction 
with others 

• Interventions 

• Patient's responses to nursing interventions 

• Referrals to other support persons or groups 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Posttrauma response 

related to assault 




Definition 



Sustained painful response to an unexpected 
life event 



Assessment 



• History and circumstances of assault 

• Patient's perception of event 

• Physical injuries sustained, including cardio- 
pulmonary, genitourinary, integumentary, mus- 
culoskeletal 

• Neurologic status 

• Emotional reactions, including grief reaction, 
self-concept, sleep pattern 

• Cognitive reactions, including concentration, 
memory, orientation 

• Behavioral reactions, including coping pat- 
terns, social interactions 

• Available support systems 



Defining characteristics 



• Reexperience of trauma, including exagger- 
ated startle response, excessive or minimal 
verbalization of traumatic event, flashbacks, 
hyperalertness, intrusive thoughts, night- 
mares, verbal reports of guilt and self-recrimi- 
nation 

• Psychic numbing, including confusion, con- 
stricted affect, difficulty with interpersonal rela- 
tionships, impaired reality interpretation, 
phobia, poor impulse control 



Associated medical diagnoses (selected) 

This nursing diagnosis can occur in any hospi- 
talized patient injured as a result of an alleged 
physical assault. Examples include battered 
wives, physically abused children and elderly 
persons, victims of gunshot wounds or stab- 
bing, prisoners of war, and hostages. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient recovers from physical injuries to the 
extent possible. (1) 

• Patient states feelings related to alleged as- 
sault. (2) 

• Patient expresses feelings of guilt. (2) 

• Patient expresses feelings of physical safety. 
(2,3,4) 

• Patient uses effective coping mechanisms to 
reduce fear. (5) 

• Patient mobilizes support systems and 
professional resources as necessary. (7) 

• Patient reestablishes and maintains adaptive 
interpersonal relationships. (6,7) 

Interventions and rationales 

1. Follow medical regimen to manage physical 
injuries. This reduces anxiety as patient per- 
ceives body's ability to recover from injury t 

2. Provide patient with psychological support: 

a. Visit frequently to decrease patient's fear 
of being left alone and to encourage 
trusting relationship. 

b. Be available to listen, to respond empath- 
etically to patient's feelings. 



c. Accept patient's feelings and behaviors to 
reassure patient that they're appropriate 
and valid. 

d. Reassure patient of safety and take ap- 
propriate measures to ensure it. Patient's 
feelings of safety are compromised by 
fear of repeated assaults. 

3. Avoid care-related activities and environ- 
mental stimuli that may intensify symptoms 
(loud noises, bright lights, abrupt entrances to 
room, painful procedures or treatments). Pa- 
tient's traumatic experience may be intensified 
by misinterpreting procedures or environmen- 
tal factors as repeated assaults. 

4. Monitor mental status, reorienting patient to 
surroundings and interpreting reality as often 
as necessary. This alleviates psychic numb- 
ing, a characteristic symptom of assault. 

5. Instruct patient in at least one fear-reducing 
behavior, such as seeking support from others 
when frightened. This helps patient gain 
sense of mastery over current situation. 

6. Support family or significant others: 

a. Provide time for them to express feelings. 

b. Help them understand phases of crisis 



and patient's reactions to them. This re- 
duces their anxiety by giving them a 
chance to help patient. 
7. Offer referral to community or professional 
resources, including clergy, menial health 
professional, social service, "Victims of As- 
sault" support groups. Referrals help patient 
to cite sense of universality, decrease isola- 
tion, share fears, and deal constructively with 
feelings. 

Documentation 

•Patient's perception of event 
•Observations of patient's verbal and nonver- 
bal behaviors 

• Observations of patient's interaction with 
others 

• Interventions 

• Patient's responses to nursing interventions 

• Referrals to other support systems 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to intervenlions. 



t Indicates doctor-ordered instruction. 



Powerlessness 

related to being homeless or displaced 




Definition 



Loss of control over the ability to meet present 
and future needs for housing, food, and physi- 
cal care 

Assessment 

•Circumstances leading to homelessness or 
displacement 

•Available resources, including family, ex- 
tended family, friends, community and social 
support, personal strengths 
•History of homelessness, hospitalization, in- 
carceration, migration, drug or alcohol depen- 
dency 

•Mental status, including judgment, affect, 
coping abilities, evidence of psychotic think- 
ing, delusions, or drug or alcohol intoxication 

• Recent losses 

• Living conditions, including safety, protection 
from exposure to elements, adequacy of cloth- 
ing, vulnerability to abuse 



Defining characteristics 



•Apathy 

•Decreased self-esteem 

• Depression 

• Expression of feelings of being victimized 

• Expression of uncertainty about future 
•Expressions of hopelessness, helplessness, 
anger, despair, and fear 

•Evidence of increased stress, such as anxi- 
ety, somatic symptoms, inability to focus at- 
tention 

•Inability to plan for future 
•Loss of means to provide for basic needs re- 
lated to any of the following factors: 

a. inability to take action on own behalf 

b. loss of benefits 

c. loss of family and friends 

d. poor work history 

e. recent migration 

f. release from prison 



g. relocation to an area away from family and 

friends 
• Recent loss of domicile 
•Willingness to let others make decisions 

Associated medical diagnoses [select 

Drug or alcohol dependency, bipolar disorder, 
organic mental disorders, personality disor- 
ders, schizophrenia. This nursing diagnosis 
may also be associated with untreated physi- 
cal conditions, such as diabetes and skin dis- 
orders, aggravated by the patient's limited 
access to care. 



Turn card over to find EXPECTED OUTCOMES, 

INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings of powerlessness. (1 ) 

• Patient expresses feelings associated with 
powerlessness, such as loss, anger, depres- 
sion, and guilt. (1,2) 

• Patient obtains emergency shelter, food, and 
health care. (2,3) 

• Patient contacts appropriate health care 
agencies, metal health services, social service 
agencies, and community resources. (3,5) 
•Patient begins making decisions about re- 
gaining resources. (4,5,6) 

•Patient sets and attains a small goal each 
day. (4,5,6,7,8) 

• Patient expresses a greater sense of control 
over some facet of life. (1,4,5,6,7,8) 

• Patient responds positively to emotional sup- 
port offered by nurses and social services 
staff. (1,2,4,6,7) 

Interventions and rationales 

1. Encourage the patient to express feelings 
by establishing a trusting relationship to en- 
hance the patient's self-worth. 

2. Help the patient clarify needs and priorities 
to reduce feelings of being overwhelmed. 



3. Contact appropriate emergency shelter pro- 
grams, soup kitchens, and social service 
agencies, including public welfare agencies 
that provide income assistance, medical assis- 
tance, and food stamps. According to Mas- 
low's hierarchy, such needs as shelter, food, 
and safety must be addressed first. 

4. Assist the patient in identifying personal 
strengths and coping strategies used success- 
fully in the past to enhance self-esteem as 
well as sense of control and competence. 

5. Help the patient identify alternative sources 
of support, such as church and community 
groups, extended family, alcoholics anony- 
mous, abused women's shelter, state employ- 
ment counseling services, and veteran's 
assistance services. The homeless patient 
may be cut off from family and friends and un- 
familiar with community resources. 

6. Encourage the patient to participate in all 
aspects of care, including meeting physical 
and hygiene needs and contacting appropriate 
social service agencies to empower the pa- 
tient and enhance self-esteem. 

7. Instruct the patient in problem-solving skills 
and enhancing personal appearance, including 



how to improve dress and hygiene. Prepare 
the patient for contact with social service 
agency personnel through role playing and 
written instruction. Preparatory measures en- 
hance self-esteem and encourage the patient 
to take an active role, which is essential in 
combating powerlessness. 
8. Encourage the patient to take small steps 
to regain control of life one day at a time. Help 
the patient to set manageable goals and then 
take steps to achieve them to prevent the pa- 
tient from becoming paralyzed by focusing on 
overwhelming problems. 

Documentation 

• Patient's history of homelessness 

• Patient's description of hardships and needs 

• Patient's expressions of strengths and limita- 
tions 

• Signs and symptoms indicating need for fur- 
ther health assessment 

•Interventions to assist patient 
•Contact with social service agencies on be- 
half of patient 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes relet to interventions. 



Powerlessness 

related to illness-related regimen 




Definition 



Perceived loss of control over what happens 
to oneself and one's environment 



Assessment 



• Nature of medical diagnosis 



• Behavioral responses (verbal and nonverbal), 
including calmness, agitation, anger, indepen- 
dence or dependence, interest or apathy, sat- 
isfaction or dissatisfaction 

• Past experiences with hospitalization 

• Environment, including equipment and sup- 
plies, health care professionals and personnel, 
lighting, location of patient's personal belong- 
ings, noise, privacy, space 

• Knowledge, including current understanding 
of physical condition; physical, mental, emo- 
tional readiness to learn 



Defining characteristics 



•Apathy 

• Dependence on others that may result in irri- 
tability, anger, resentment, guilt 

• Depression over physical deterioration that 
occurs despite compliance with regimens 

• Expressions of dissatisfaction and frustration 
over inability to perform previous tasks or ac- 
tivities 

• Fear, sadness, crying 
•Passivity 

• Reluctance to express true feelings, fearing 
alienation from caregivers 

• Verbal expressions of having no control over 
situation 

• Verbal expressions of having no control or 
influence over self-care 



Associated medical diagnoses (selected) 
Acute respiratory failure, burns, cardiac dis- 
ease that requires pacemaker, cerebrovascu- 
lar accident, chronic obstructive pulmonary 
disease, chronic renal failure, hemodialysis, 
peritoneal dialysis, insulin-dependent diabetes; 
neoplastic diseases requiring chemotherapy or 
radiation; diseases requiring organ transplan- 
tation, spinal cord injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient acknowledges feelings of powerless- 
ness over regimen. (1,2) 

• Patient participates in planning care. (3) 

• Patient participates in self-care activities 
(specify). (4) 

• Patient enumerates factors in the illness-re- 
lated regimen over which control can be main- 
tained. (5,6) 

• Patient demonstrates ability to plan for con- 
trollable factors. (6) 

• Patient communicates a sense of having re- 
gained control. (7,8) 

Interventions and rationales 

1. Encourage patient to express feelings about 
present situation. This helps patient bring 
vaguely expressed emotions into clear aware- 
ness and acceptance. 

2. Accept patient's feelings of powerlessness 
as normal. This indicates respect lor patient 
and enhances patient's feelings ot sell-worth. 

3. Allow patient to make decisions about care 
(positioning, times for ambulation). This helps 
patient maintain a sense of control and re- 



duces potential for maladaptive coping 
behaviors. 

4. Encourage participation in self-care. Pro- 
vide positive reinforcement for patient's activi- 
ties. This enhances patient's sense of control 
and reduces passive and dependent behavior. 

5. Begin teaching patient how to regain and 
maintain optimal health. In this teaching rela- 
tionship, the nurse presents information to the 
patient on a need-to-know basis. 

6. Help identify specific areas where patient 
can maintain control to reduce patient's feel- 
ings of helplessness. 

7. Have patient demonstrate ways to con- 
sciously maintain some degree of control. Re- 
petitive demonstrations of skills and behaviors 
enhance learning. 

8. Help patient learn as much as possible 
about present health problem. The greater the 
understanding, the more the patient will feel in 
control. 



Documentation 

• Patient's expressions of powerlessness 

• Patient's behaviors that evidence a feeling of 
powerlessness 

• Interventions performed to assist patient in 
regaining sense of control 

• Patient's degree of participation in planning 
care 

•Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes relet to interventions. 



Powerlessness 

related to the health care environment 




Definition 



Perceived loss of control over what 
to oneself and one's environment 



Assessment 



• Nature of the medical diagnosis 



• Behavioral responses (verbal and nonverbal), 
including calmness, agitation, anger, indepen- 
dence or dependence, interest or apathy, sat- 
isfaction or dissatisfaction 

• Usual coping strategies 

• Past experiences with hospitalization 

• Knowledge, including current understanding 
of physical condition; physical, mental, emo- 
tional readiness to learn 

• Environment, including equipment and sup- 
plies, health care professionals and personnel, 
lighting, location of patient's personal belong- 
ings, noise, privacy, space 



Defining characteristics 



• Apathy 

• Dependence on others that may result in irri- 
tability, anger, resentment, guilt 

• Discomfort or dissatisfaction with health care 
environment 

• Expressions of dissatisfaction and frustration 
over inability to perform previous tasks or ac- 
tivities 

• Expressions of doubt regarding role perfor- 
mance 

• Fear, sadness, crying 

• Passivity 

• Verbal expressions of having no control or 
influence over situation 

• Verbal expressions of having no control or 
influence over self-care 



Associated medical diagnoses [selected) 

This diagnosis is best identified by considering 
problems that restrict or confine patients 
rather than by medical diagnosis. Examples 
include blindness, confinement to an intensive 
care or cardiac care unit, isolation, language 
barrier, multiple I.V. lines, multisystem trauma, 
and restrictions caused by dependence on 
ventilators, paralysis, traction 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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E xpected outcomes t 

• Patient identifies feelings of poweriessness 
associated with the environment. (1) 

• Patient describes modifications or adjust- 
ments to the environment that allow feelings 
of control. (2,3,4) 

• Patient participates in self-care activities 
(specify). (5,6,7) 

• Patient states feelings of regained control. 
(4,5,6,7,8) 

Interventions and rationales 

1. Visit with patient 15 minutes each shift to 
allow patient to express concerns and feel- 
ings. 

2. Acknowledge the importance of patient's 
space: 

a. Verbally delineate patient's space. 

b. Orient patient to space. 

c. If patient is immobilized, ask for instruc- 
tions regarding placement of personal be- 
longings. 

d. If possible, allow patient to walk around 
the space and arrange personal belong- 
ings. 

These measures enhance patient's potential 



for regaining a sense of power. 

3. Place call light, TV controls, bedside table, 
telephone, urinal, and other items within easy 
reach, Improvise wherever possible to give 
control over use of these objects. Be attentive 
to patient's ability or inability to use hands and 
arms. These measures help reduce patient's 
frustration over inability to reach items in im- 
mediate area. 

4. Reduce irritating noises, if possible, and ex- 
plain reasons for alarms and other distur- 
bances. Excessive sensory stimuli can cause 
disorientation, hallucinations, and delusional 
thinking. 

5. Explain all treatments and procedures and 
encourage patient to participate in planning 
care. Provide choices for when and how activ- 
ities will occur (bathing, eating, getting out of 
bed). This increases patient's feeling ofpow- 
erfulness and reduces passivity and depen- 
dence on caregiver. 

6. Provide as many situations as possible 
where patient can take control (positioning, 
choosing an injection site, visiting, etc.) to 
help reduce potential for maladaptive coping 
behaviors. 



7. Encourage participation in self-care. Pro- 
vide positive reinforcement for patient's activi- 
ties to encourage increasing participation in 
sell-care in the future. 

8. Help patient learn as much about current 
health problem as possible. The greater the 
understanding, the more the patient will feel in 
control. 

Documentation 

• Patient's expressions of anger, frustration, 
sense of lack of control over the environment 

• Patient's interest in surroundings, participa- 
tion in self-care, verbalization of understand- 
ing, and demonstration of skill in relation to 
medical diagnosis 

• Interventions to promote patent's control over 
the environment 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Rape-trauma syndrome 



117 



Definition 



Physical and emotional trauma that occurs as 
a result ol sexual assault 



Assessment 



•History and circumstances of traumatic 
event 

• Physical injuries sustained, including geni- 
tourinary, integumentary, musculoskeletal, 
neurologic 

• Emotional reactions, including grief reaction, 
self-concept, spiritual distress 

•Support systems available to the patient, in- 
cluding clergy, family or significant other, 
friends 

•Problem-solving techniques usually em- 
ployed by the patient 



Defining characteristics 



• Emotional reactions, including anger, embar- 
rassment; fear of physical violence; humilia- 
tion, revenge, self-blame 
•Multiple physical symptoms, including Gl irri- 
tability, genitourinary discomfort, muscle ten- 
sion, sleep pattern disturbances 



Associated medical diagnoses (selected) 
Incest, rape, spouse abuse 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient recovers from physical injuries. (1) 

• Patient expresses feelings and (ears. (2,3) 

• Patient uses support systems. (3,4,5) 

Interventions and rationales 

1. Follow the medical regimen to manage 
physical injuries caused by the traumatic 
event. This is first step in meeting patient's hi- 
erarchy of needs and depends on extent of 
patient's other injuries and intensity of psycho- 
logical response. 1 

2. Follow hospital protocol regarding legal re- 
sponsibilities. This requires knowledge of po- 
tential legal issues of rape and of role nurses 
may play as witnesses in legal proceedings. 

3. Provide emotional support: 

a. Be available to listen. Active listening al- 
lows empathetic response to patient's 
feelings while being aware of own 
thoughts and behaviors. 

b. Accept the patient's feelings, to let the 
patient know her feelings are valid and 
acceptable. 

c. Approach the patient in a warm, caring 



manner, to cultivate her trust and cooper- 
ation. 

d. Provide privacy during physical examina- 
tion and interviewing process. To protect 
patient's rights, no information should be 
released without prior consent. 

e. Assure patient of safety and take what- 
ever measures are needed to ensure it. 
This reduces patient's fears of repeated 
assault. 

4. Support the patient's family or significant 
other in their reactions to the traumatic event: 

a. Provide time for them to express their 
feelings and concerns. 

b. Help them understand the patient's reac- 
tions. Giving them time to talk and pro- 
viding accurate information helps them 
support their loved one. 

5. Offer referral to other support persons or 
groups, such as: clergy, crisis center, mental 
health professionals, rape counselors, Women 
Organized Against Rape. This will help the 
patient express feelings and develop coping 
skills. 



Documentation 

• Patient's expressions of feelings about self 
and traumatic event 

•Physical findings and treatment 
•Observations of family's interaction with 
patient 

• Referrals to support persons 
•Patient's response to nursing interventions 
•Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Rape-trauma syndrome: Compound reaction 




Definition 



Trauma syndrome thai develops following rape 
or attempted rape in which the victim under- 
goes an acute phase of disorganization and a 
long-term reorganization. In a compound reac- 
tion, the patient experiences drastic changes 
in behavior, psychological equilibrium, and 
ability to function as a consequence of rape. 



Assessment 



•History and circumstances of traumatic 
event 

• Physical symptoms reported by patient 
•Physical injuries sustained, including geni- 
tourinary, integumentary, musculoskeletal, and 
neurologic 

• Emotional reactions 

• Behavioral and cognitive changes, such as 
expansive mood and affect, agitation, extreme 
alertness, and narrowed attention span 
•Symptoms associated with posttrauma re- 



sponse, including hypervigilance and a re- 
experience of assault 
•Available support systems 

• Past experience with physical or psychologi- 
cal trauma including coping strategies and 
problem-solving skills 

•Occupation, educational background, life- 
style 

Defining charact eristics 

* Acute phase: aggressive behavior, anger, 
embarrassment, fear of physical violence and 
death, homicidal ideation, humiliation, hysteri- 
cal outbursts, revenge seeking, self-blame, 
suicidal ideation; multiple physical signs and 
symptoms (Gl irritability, genitourinary discom- 
fort, muscle tension, sleep-pattern distur- 
bance); reactivated symptoms of previous 
conditions, such as physical illness, psychiat- 
ric illness; reliance on alcohol or drugs, 
'Long-term phase: change in life-style, includ- 



ing change of residence, seeking support from 
family and social network; repetitive night- 
mares 

Associated medical diagnoses (selected 
Incest, rape, spouse abuse 



Turn card over lo find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient recovers from physical injuries to the 
fullest extent possible. (1) 

•Patient expresses feelings about the rape. 
(3,4) 

•Patient reports feeling safe. (5) 

•Patient takes first steps toward recovery from 

trauma. (6,7,8,9) 

• Patient contacts appropriate support per- 
sons, or follow-up agency. (8,9) 

• Patient reports a desire to reestablish and 
maintain interpersonal relationships. (8,9,10) 

Interventions and rationales 

1. Follow the medical regimen to manage 
physical injuries. This is the first step in meet- 
ing the patient's needs.* 

2. Document and report rape or attempted 
rape to appropriate authorities to help protect 
the patient's legal rights. 

3. When interviewing the patient, use open- 
ended questions and listen intently to encour- 
age the patient to express her feelings, both 
verbally and through behavior. 

4. Show the patient that you accept her feel- 
ings to reassure the patient that her response 

t Numbers following outcomes refer to interventions. 



to trauma is valid, but set limits on aggressive 
behavior to provide the patient with necessary 
structure. 

5. Take appropriate measures to reassure the 
patient of her safety; for example: 

a. Approach the patient carefully with open 
hands 

b. Stay with the patient 

c. Have female staff conduct the patient in- 
terview and physical examination. 

Safety measures help to decrease patient's 
anxiety and reduce fears of another assault. 

6. Direct the patient to perform purposeful ac- 
tivities, such as taking medications and follow- 
ing instructions of health care personnel. 
Completing tasks helps to reduce patient's 
anxiety and restore her sense of control. 

7. Educate the patient about the variety of re- 
sponses to trauma. The patient may feel that 
the extreme emotional turmoil she experi- 
ences following rape is abnormal. Learning 
that others have undergone the same experi- 
ence may help decrease isolation. 

8. Provide the patient's family or significant 
other with an opportunity to express their re- 
actions to the trauma and the patient's re- 



sponse. Educate family members about 
compound reaction to rape to help them sup- 
port the patient. 

9. Refer the patient to appropriate support 
persons, such as clergy or rape counselor. 
Encourage the patient to participate in support 
groups or therapy groups offered by rape 
counseling center. The patient may need long- 
term care to cope with the psychological con- 
sequences of rape. 

10. Provide ongoing support as the patient 
struggles to regain psychological equilibrium. 
Encourage her efforts to renew involvement in 
usual activities. To achieve long-term person- 
ality reorganization, the patient will require 
time and consistent support. 

Documentation 

•Patient's expressions of feelings related to 
trauma 

•Observations of patient's behavior and inter- 
actions with others 
•Nursing interventions 
•Patient's response to interventions 
•Referrals accepted by patient 
• Evaluations for each expected outcome. 

t Indicates doctor-ordered instruction. 



Rape-trauma syndrome: Silent reaction 




Definition 



Trauma syndrome that develops following rape 
or attempted rape in which the victim under- 
goes an acute disorganization of her life-style 
and a long-term reorganization. In a silent re- 
action, the patient doesn't tell anyone about 
the rape or deal with her feelings about it. 



Assessment 



•Symptoms associated with posttrauma re- 
sponse 

• Evidence of emotional distress, including 
shock, fear, anger, and guilt 

• Behavioral and cognitive changes, such as 
lack of affect, agitation, decreased alertness, 
and narrowed attention span 

• Evidence of physical injuries 
•Available support systems 

• Past experience with physical or psychologi- 
cal trauma including coping strategies and 
problem-solving skills 



• Laboratory studies, including tests for preg- 
nancy or sexually transmitted diseases 

Defining characteristics 

•Abrupt changes in relationships with men 
•Increase in nightmares 
•Increased anxiety during interview: 

a. blocking of associations 

b. minor stuttering 

c. physical distress 

• Pronounced changes in sexual behavior 

• No expression that rape occurred 
•Signs and symptoms of posttraumatic re- 
sponse, such as numbness, impaired concen- 
tration, disbelief, panic, extreme detachment, 
severe anxiety, anger, and depersonalization 
•Sudden onset of phobic reactions 



Associated medical diagnoses {selected) 

Incest, rape, sexual assault, spouse abuse 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient discloses that sexual assault oc- 
curred. (1,2,3,4) 

• Patient recovers from physical injuries to the 
fullest extent possible. (5) 

• Patient makes contact with appropriate 
sources of support. (8) 

•Patient expresses willingness to address 
psychosocial problems associated with trau- 
matic experience. (5,6,7,8) 

Interventions and rationales 

1. Establish an atmosphere of trust to help the 
patient overcome silence about rape. 

2. Confront the patient directly but gently with 
the question of whether she is a victim of rape 
or sexual assault. For example, you might say, 
"You seem very upset and you've told me 
about increased nightmares and a sudden 
loss of interest in sexual relations. These are 
common characteristics of victims of sexual 
assault. If you've been sexually assaulted, you 
can tell me. I'll help you." The patient with a 
silent reaction needs patience and encourage- 
ment to overcome anxiety about disclosing 
rape. 



3. Clear up misconceptions the patient may 
have about the nature of rape and sexual as- 
sault. //, for example, intercourse didn't take 
place or the attacker was a boyfriend, spouse, 
or family member, the patient may not believe 
that sexual assault occurred. Tell patient that 
sexual assault can take different forms and 
that all can be equally traumatic. 

4. If the patient remains unwilling to disclose 
the rape, tell her that you'll continue to be 
available to help. Encourage her to contact 
you if she feels the need to provide a re- 
source for future help and maintain communi- 
cation. 

5. If the patient discloses rape, be careful to 
respond in a caring, nonjudgmental manner to 
cultivate trust and cooperation. Follow medical 
regimen to manage physical injuries (if rape 
was recent) and follow hospital protocol for 
documenting rape and reporting it to authori- 
ties to ensure patient's physical well-being and 
protect her legal rights. Use open-ended 
questions and listen intently to encourage the 
patient to talk about the trauma. If the patient 
is withdrawn, be patient when gathering infor- 



mation to allow the patient to proceed at her 
own pace. 

6. Emphasize to the patient that the attack 
was not her fault. The patient with a silent re- 
action may feel intense guilt and shame over 
the assault. 

7. Educate the patient about the variety of 
emotional responses to trauma. Rape trauma 
syndrome is a variant of posttraumatic stress 
disorder. Responses such as suicidal ideation, 
disorientation, confusion, extreme detachment, 
nightmares, flashbacks, guilt, and depression 
are common. The patient may believe that the 
emotional turmoil she experiences following 
rape is abnormal. Pointing out that others 
have undergone the same experience may 
lessen the patient's isolation, help her talk 
about her symptoms, and motivate her to seek 
follow-up care. 

8. Offer referral to appropriate support per- 
sons or groups, such as clergy, mental health 
professionals, or rape counselor. Contact a lo- 
cal rape crisis center for information about 
support group or therapy groups. Note that if 
only a single assault has occurred, short-term 

(continued) 



t Numbers tallowing outcomes reler lo interventions. 



Rape-trauma syndrome: Silent reaction 




Interventions and rationales (continued) Care plan notes 

counseling may be sufficient. However, if the 
patient is a survivor of several assaults or re- 
peated incest, long-term psychotherapy may 
be required. Appropriate referrals help ensure 
thai the patient gets needed care. 

Documentation 

• Evidence that patient has been raped, in- 
cluding patient's behavior, physical evidence 
of sexual assault 

• Efforts made to help patient discuss rape 
and patient's response 

• Nursing interventions 

• Patient's response to interventions 

• Referrals accepted by patient 

• Evaluations for each expected outcome. 
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Care plan notes 



Relocation stress syndrome 

related to inadequate preparation 
for admission, transfer, or discharge 




De finition 

Physiologic or psychosocial disturbances 
caused by change in health care environment 

Assessment 

• Reason for transfer or relocation 
•Past experiences with relocation 

• Nature of relocation 

• Physical and mental status of patient, includ- 
ing health condition, cognitive function, func- 
tional abilities 

• Financial resources 

•Support systems, including family and 
friends, health care workers 

• Resources available to help prepare for relo- 
cation 

• Conditions in original environment versus 
conditions in new environment 

• Coping and problem-solving abilities, includ- 
ing educational level, past experiences with 
relocation, participation in recreational activi- 
ties or hobbies 



Defining characteristics 



•Anxiety 
•Apprehension 

• Change in eating patterns 

• Dependency 

• Depression 

• Expressions of concern or anxiety about 
transfer 

• Expressions of unwillingness to relocate 
•Gastrointestinal disturbances 
•Increased confusion (particularly among el- 
derly patients) 

• Increased verbalization of needs 

• Insecurity 

• Lack of trust 

• Loneliness 
•Restlessness 
•Sad affect 

• Sleep disturbance 

•Unfavorable comparison of original and new 

staff or environment 

•Vigilance 



•Weight change 
•Withdrawal 

Associated medical diagnoses i 

Any change in physical, functional, or cogni- 
tive status that requires a change in the pa- 
tient's environment, such as admission to the 
hospital, transfer from one unit or institution to 
another, or discharge. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient requests information on new environ- 
ment. (1,2,3,7) 

•Patient communicates understanding of the 
relocation. (1,2,3,7) 

• Patient and family members take steps to 
prepare for relocation. (2) 

•Patient uses available resources. (4,5) 
•Patient expresses satisfaction with adjust- 
ment to new environment. (2,3,4,5,6,7,8) 

Interventions and rationales 

1. Assign a primary nurse to the patient to 
provide a consistent, caring, and accepting 
environment that enhances patient's adjust- 
ment and well-being. 

2. Help the patient and family prepare for relo- 
cation. Conduct group discussions, provide 
pictures of the new setting, and communicate 
any additional information that will ease the 
transition to help the patient cope with new 
environment. 

3. If possible, allow patient and family to visit 
new location and provide introductions to new 
staff. The more familiar the environment, the 



less stress the patient will experience during 
relocation. 

4. Assess patient's needs for additional health 
care services before relocation to ensure that 
patient receives appropriate care in new envi- 
ronment. 

5. Communicate all aspects of the patient's 
discharge plan to appropriate staff at the new 
location to ensure continuity of care. 

6. Educate family members about relocation 
stress syndrome and its potential effects to 
encourage family members to provide needed 
emotional support throughout the transition 
period. 

7. Encourage the patient to express emotions 
associated with relocation to provide an op- 
portunity to correct misconceptions, answer 
questions, and reduce anxiety. 

8. Reassure patient that family and friends 
know his new location and will continue to visit 
to reduce feelings of abandonment and anxi- 
ety. 

Documentation 

• Evidence of patient's emotional distress over 
relocation 



•Patient's needs with regard to preparing for 
relocation 

•Available resources and support systems 

• Interventions to prepare patient and family 
for relocation and patient's and family's re- 
sponse 

•Discharge plan instructions communicated to 
new staff 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer to interventions. 



Relocation stress syndrome 

related to inadequate preparation 
for admission, transfer, or discharge 




Definition 



Physiologic or psychosocial disturbances 
caused by change in health care environment 

Assessment 

• Reason for transfer or relocation 

• Past experiences with relocation 

• Nature of relocation 

• Physical and mental status of patient, includ- 
ing health condition, cognitive function, func- 
tional abilities 

• Financial resources 

• Support systems, including family and 
friends, health care workers 

•Resources available to help prepare for relo- 
cation 

• Conditions in original environment versus 
conditions in new environment 

•Coping and problem-solving abilities, includ- 
ing educational level, past experiences with 
relocation, participation in recreational activi- 
ties or hobbies 



Defining characteristics 



•Anxiety 
•Apprehension 
•Change in eating patterns 

• Dependency 

• Depression 

• Expressions of concern or anxiety about 
transfer 

• Expressions of unwillingness to relocate 
•Gastrointestinal disturbances 
•Increased confusion (particularly among el- 
derly patients) 

•Increased verbalization of needs 

• Insecurity 

• Lack of trust 

• Loneliness 

• Restlessness 
•Sad affect 
•Sleep disturbance 

•Unfavorable comparison of original and new 

staff or environment 

•Vigilance 



•Weight change 
•Withdrawal 

Associated medical diagnoses (selected) 

Any change in physical, functional, or cogni- 
tive status that requires a change in the pa- 
tient's environment, such as admission to the 
hospital, transfer from one unit or institution to 
another, or discharge. 



Turn card over to find expected OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient requests information on new environ- 
ment. (1,2,3,7) 

•Patient communicates understanding of the 
relocation. (1,2,3,7) 

• Patient and family members take steps to 
prepare for relocation. (2) 

•Patient uses available resources. (4,5) 

• Patient expresses satisfaction with adjust- 
ment to new environment. (2,3,4,5,6,7,8) 

Interventions and rationales 

1. Assign a primary nurse to the patient to 
provide a consistent, caring, and accepting 
environment that enhances patient's adjust- 
ment and well-being. 

2. Help the patient and family prepare for relo- 
cation. Conduct group discussions, provide 
pictures of the new setting, and communicate 
any additional information that will ease the 
transition to help the patient cope with new 
environment. 

3. If possible, allow patient and family to visit 
new location and provide introductions to new 
staff. The more familiar the environment, the 



less stress the patient will experience during 
relocation. 

4. Assess patient's needs for additional health 
care services before relocation to ensure that 
patient receives appropriate care in new envi- 
ronment. 

5. Communicate all aspects of the patient's 
discharge plan to appropriate staff at the new 
location to ensure continuity of care. 

6. Educate family members about relocation 
stress syndrome and its potential effects to 
encourage family members to provide needed 
emotional support throughout the transition 
period. 

7. Encourage the patient to express emotions 
associated with relocation to provide an op- 
portunity to correct misconceptions, answer 
questions, and reduce anxiety. 

8. Reassure patient that family and friends 
know his new location and will continue to visit 
to reduce feelings of abandonment and anxi- 
ety. 

Documentation 

• Evidence of patient's emotional distress over 
relocation 



• Patient's needs with regard to preparing for 
relocation 

•Available resources and support systems 
•Interventions to prepare patient and family 
for relocation and patient's and family's re- 
sponse 

•Discharge plan instructions communicated to 
new staff 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer fo interventions. 



Role performance alteration 

related to ineffective coping 




Definition 



Disruption in the ability to perform usual 
social, vocational, or family roles 

Assessment 

• Health history, including medical diagnosis, 
course and severity ot illness, reason for hos- 
pitalization 

•Patient's perception of illness and its effect 
on social and vocational roles 
•Psychosocial status, including current stres- 
sors, support systems, hobbies, interests, 
work history, educational background, and 
changes in role function 

• Family status, including roles of family mem- 
bers, effect of illness on patient's family, and 
family's understanding of patient's illness 



Defining characteristics 



• Change in perception of role (by self and 
others) 

•Change in physical capacity to resume role 
•Change in usual responsibilities 
•Conflict among vocational, family, and social 
roles 

• Denial of role or responsibility 

» Lack of knowledge about roles and responsi- 



Associated medical diagnoses i 

This diagnosis may be associated with any ill- 
ness that results in long-term disability or in- 
capacitation. Examples include chronic 
obstructive pulmonary disease, coronary ar- 
tery disease, dementias, personality disorders, 
quadriplegia, recurrent affective disorders, 
rheumatoid arthritis, schizophrenia, and sub- 
stance abuse disorders. 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings about diminished 
capacity to perform usual roles. (1,2,3,5,12) 

• Patient recognizes limitations imposed by ill- 
ness and expresses feelings about these limi- 
tations. (1,2,3,4,5,12,13) 

• Patient makes decisions regarding course of 
treatment and management of illness. 
(6,7,8,9,11,13,14) 

• Patient continues to function in usual roles to 
as great a degree as possible. (9, 1 0,1 3, 1 4) 

Interventions and rationales 

1. If possible, assign the same nurse to the 
patient each shift to establish rapport and fos- 
ter development of a therapeutic relationship. 

2. Spend an ample amount of time with pa- 
tient each shift to foster sense of safety and 
decrease loneliness. 

3. Provide opportunities for patient to express 
thoughts and feelings to help patient identify 
how altered role performance has affected his 

life. 

4. Convey belief in patient's ability to develop 
necessary coping skills. By projecting a posi- 



tive attitude, you can help the patient gain 
confidence. 

5. Be aware of patient's emotional vulnerabil- 
ity, and allow open expression of all emotions. 
An accepting attitude will help the patient deal 
with the effects of chronic illness and loss of 
functioning. 

6. Provide opportunities for patient to make 
decisions, and encourage patient to maintain 
personal responsibilities. Showing respect for 
the patient's decision-making ability enhances 
feelings of independence. 

7. Encourage the patient to participate in self- 
care activities, keeping in mind physical and 
emotional limitations. Involvement in self-care 
promotes optimal functioning. 

8. Assess patient's knowledge of illness, and 
educate patient about condition, treatment, 
and prognosis. Education will enable the pa- 
tient to cope with the effects of illness more 
effectively. 

9. Encourage patient to be aware of personal 
strengths and to use them. This will help 
maintain optimal functioning and foster a 
healthier self-perception. 

10. Encourage patient to continue to fulfill life 



roles within constraints imposed by illness. 
This will help patient maintain a sense of pur- 
pose and preserve connections with other 
people. 

11. Encourage patient to participate in care as 
an active member of health care team. This 
will foster the establishment of mutually ac- 
cepted goals between patient and caregivers. 
The patient who participates in care is more 
likely to take an active role in other aspects of 
life. 

12. Assist family members in identifying feel- 
ings about patient's decreased role function- 
ing. Encourage participation in a support 
group. Relatives of the patient may need so- 
cial support, information, and an outlet for 
ventilating feelings. 

13. Offer patient and family a realistic assess- 
ment of patient's illness, and communicate 
hope for the immediate future. Education 
helps promote patient safety and security and 
enables family members to plan for future 
health care requirements. 

14. Educate the patient and family about man- 
aging illness, controlling environmental factors 

(continued) 



t Numbers following outcomes refer lo interventions. 



Role performance alteration I 

related to ineffective coping 121b 



Interventions and rationales (continued) Care plan notes 

that affect the patient's health, and redefining 
roles to promote optimal functioning. Through 
education, family members may become re- 
sources in the patient's care. 

Documentation 

•Observations of the patient's physical, emo- 
tional, and mental status 
•Patient's thoughts and feelings regarding ill- 
ness and diminished role capacity 

• Nursing interventions performed to help pa- 
tient understand change in role functioning 

• Patient's response to nursing interventions 
•All health teaching, counseling, and precau- 
tions taken to maintain or enhance the pa- 
tient's level of functioning 

• Referrals to sources of support for patient 
and family 

• Evaluations for each expected outcome. 
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Care plan notes 



Self-care deficit: Bathing and hygiene 

related to musculoskeletal impairment 




Definition 



Inability to carry out activities associated with 



Assessment 



•Hislory of injury or disease associated with 
musculoskeletal impairment 
•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical or mechani- 
cal skills 

•Musculoskeletal status, including coordina- 
tion; functional ability; gait; mechanical restric- 
tion (cast, splint, traction); muscle tone, size, 
and strength; range of motion; tremors 
• Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of health problem and 
self, personality 



Defining characteristics 



•Clinical evidence of musculoskeletal impair- 
ment 

• Inability to carry out personal hygiene 

• Inability to obtain or get to water source 

• Inability to regulate water temperature or 
flow 

•Inability to wash body or body parts 



Associated medical diagnoses (selected) 

Amyotrophic lateral sclerosis, brain or spinal 
cord tumor, cerebral palsy, cerebrovascular 
accident, fractures, Guillain-Barre syndrome, 
Huntington's disease, multiple sclerosis, multi- 
ple trauma, muscular dystrophy, myasthenia 
gravis (crisis), Parkinson's disease, rheuma- 
toid arthritis, spinal cord injury, terminal can- 
cer 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient's self-care needs are met. 
(1,2,4,5,6,7) 

• Complications are avoided or minimized. 
(1,2,4,5,6,7,8) 

• Patient communicates feelings about limita- 
tions. (3,8) 

• Patient or significant other demonstrates cor- 
rect use of assistive devices. (5) 

• Patient or significant other carries out bath- 
ing and hygiene program daily. (4,5,6,7,8) 

Interventions and rationales 

1 . Observe patient's functional level every 
shift; document and report any changes. 
Careful observation guides adjustment of 
actions to meet patient's needs. 

2. Perform prescribed treatment for underlying 
musculoskeletal impairment. Monitor progress, 
reporting favorable and adverse responses to 
treatment. Therapy must be consistently ap- 
plied to aid patient's independence. 

3. Encourage patient to voice feelings and 
concerns about self-care deficits to help pa- 
tient achieve highest functional level possible. 

4. Monitor completion of bathing and hygiene 



daily. Praise accomplishments. Reinforcement 
and rewards may encourage renewed effort. 

5. Provide assistive devices, such as long 
handled toothbrush, for bathing and hygiene 
care; instruct on use. Appropriate assistive 
devices encourage independence. 

6. Assist with or perform bathing and hygiene 
daily. Assist only when patient has difficulty to 
promote feeling of independence. 

7. Instruct patient or significant other in bath- 
ing and hygiene techniques. Have patient or 
significant other demonstrate bathing and hy- 
giene under supervision. Instructions to signifi- 
cant other can be given in writing. Return 
demonstration identifies problem areas and 
increases significant other's self-confidence. 

8. Refer patient, as needed, to psychiatric liai- 
son nurse, support group, or such community 
agencies as Visiting Nurses Association. 
These extra resources will reinforce activities 
planned to meet patient's needs. 

Documentation 

• Patient's expression of feelings and concerns 
about self-care limitations and their impact on 
body image and life-style 



•Patient's willingness to participate in bathing 
and hygiene routine 

•Observations of patient's impaired ability to 
perform self-care 

• Patient's response to treatment for underly- 
ing condition 

• Interventions to provide supportive care 

• Patient's response to nursing interventions 
•Instructions to patient or significant other, 
their understanding of instructions, and dem- 
onstrated skill in carrying out self-care func- 
tions 

•Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer lo interventions. 



Self-care deficit: Bathing and hygiene 

related to perceptual or cognitive impairment 



Definition 

Inability to carry out activities associated with 
bathing and hygiene 

Assessment 

•History of neurologic, sensory, or psychologi- 
cal impairment 
•Age 

•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation- of 
equipment and supplies, technical and me- 
chanical skills 

•Neurologic status, including cognition, com- 
munication ability, insight or judgment, level of 
consciousness, memory, motor ability, orienta- 
tion, sensory ability 

•Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of self, personality 



Defining characteristics 

•Clinical evidence of perceptual or cognitive 
impairment 

• Impaired short-term or long-term memory 

• Inability to carry out personal hygiene 

• Inability to obtain or get to water source 
•Inability to regulate water temperature or 
flow 

•Inability to wash body or body parts 



123 



Associated medical diagnoses (selected) 

Alcoholism, Alzheimer's disease, autism, 
bipolar disease (manic or depressive phase), 
brain tumor, cerebrovascular accident, head 
injury, Huntington's disease, Laennec's cirrho- 
sis, mental retardation, organic brain syn- 
drome, psychoses 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient's self-care needs are met. 
(1,2,4,5,6,7,8,9,10,11) 
•Complications are avoided or minimized. 
(1,2,4,5,8,9,10,11,12) 

• Patient or significant other carries out self- 
care program daily. (4,5,6,7,8,9,10,11,12) 

• Patient or significant other communicates 
feelings and concerns. (3,12) 

• Patient or significant other identifies re- 
sources to help cope with problems after 
discharge. (12) 

Interventions and rationales 

1. Observe, document, and report patient's 
functional and perceptual or cognitive ability 
daily. This allows adjustment of actions to 
meet patient's needs. 

2. Perform prescribed treatment for underlying 
condition. Monitor progress, and report favor- 
able and adverse responses. Therapy must be 
consistently applied to aid patient's indepen- 
dence. 

3. Allow patient to express frustration, anger, 
or feelings of inadequacy. Provide emotional 



support to help patient achieve highest func- 
tional level. 

4. Provide privacy to enhance patient's self- 
esteem. 

5. Monitor completion of bathing and hygiene 
daily. Remind patient of what is to be accom- 
plished. Offer praise. Reinforcement and re- 
wards may encourage daily activities. 

6. Allow ample time for patient to perform 
bathing and hygiene tasks. Rushing creates 
unnecessary stress and promotes failure. 

7. Encourage patient to complete bathing and 
hygiene regimen. Provide positive, construc- 
tive feedback during task performance. Rein- 
forcement and rewards may encourage daily 
activities. 

8. Direct patient in bathing and hygiene mea- 
sures, using simple instructions given one at a 
time, to aid comprehension. 

9. Assist with bathing and hygiene daily only 
when patient has difficulty to encourage inde- 
pendence and self-reliance. 

10. Give written instructions to significant 
other in bathing and hygiene techniques and 
supervise return demonstration. Return dem- 
onstration identifies problem areas and in- 



creases significant other's self-confidence. 

11. Discuss normal aspects of bathing. Reas- 
sure the patient with such statements as 
"You're in the tub," and "The water is only 3 
inches deep," to guard against panic reaction 
caused by fear of being drowned. 

12. Refer patient to psychiatric liaison nurse, 
support group, or community agency, as 
needed. These extra resources will reinforce 
activities planned to meet patient needs. 

Documentation 

• Patient's or significant other's expression of 
feelings and concern about self-care deficits 
•Observations of patient's impaired ability to 
perform bathing and hygiene 

• Patient's response to treatment for underly- 
ing condition 

• Interventions to provide supportive care 

• Instructions to patient (if capable) or signifi- 
cant other, their understanding of the instruc- 
tions, and their demonstrated skill in carrying 
out self-care functions 

• Patient's response to nursing interventions 
•Evaluations for each expected outcome. 



t Numbers tallowing outcomes refer to interventions. 



Self-care deficit: Dressing and grooming 

related to musculoskeletal impairment 




Definition 



Impaired ability to perform activities associ- 
ated with dressing and grooming 



Assessment 



•History of injury or disease associated with 
musculoskeletal impairment 
•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical or mechani- 
cal skills 

•Musculoskeletal status, including coordina- 
tion; functional ability; gait; mechanical restric- 
tion (cast, splint, traction); muscle tone, size, 
and strength; range of motion; tremors 
•Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of health problem and 
self, personality 



Defining characteristics 



•Clinical evidence of musculoskeletal impair- 
ment 

• Impaired ability to fasten clothing 

• Impaired ability to obtain or replace articles 
of clothing 

•Impaired ability to put on or take off clothing 
•Inability to maintain appearance at a satis- 
factory level 



Associated medical diagnoses 

Amyotrophic lateral sclerosis, brain or spinal 
cord tumor, cerebral palsy, cerebrovascular 
accident, fractures, Guillain-Barre syndrome, 
Huntington's disease, multiple sclerosis, multi- 
ple trauma, muscular dystrophy, myasthenia 
gravis (crisis), Parkinson's disease, rheuma- 
toid arthritis, spinal cord injury, terminal can- 
cer 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomest 

• Patient's self-care needs are met. 
(1,2,4,5,6,7,8,9) 

•Complications are avoided or minimized. 
(1,2,4,5,6,7,8,9,10) 

•Patient communicates feelings about limita- 
tions. (3,10) 

•Patient or significant other demonstrates 
correct use of assistive devices. (7) 

• Patient or significant other carries out dress- 
ing and grooming program daily. 
(4,5,6,7,8,9,10) 

Interventions and rationales 

1. Observe patient's functional level every 
shift; document and report any changes. This 
allows adjustment ol actions to meet patient's 
needs. 

2. Perform prescribed treatment for underlying 
musculoskeletal impairment. Monitor progress, 
reporting favorable and adverse responses 

to treatment. Therapy must be consistently 
applied to aid patient's independence. 

3. Encourage patient to voice feelings and 
concerns about self-care deficits to help 



patient achieve highest functional level. 

4. Provide enough time for patient to perform 
dressing and grooming tasks. Rushing creates 
unnecessary stress and promotes failure. 

5. Monitor patient's abilities for dressing and 
grooming daily. This identifies problem areas 
before they become a source of frustration. 

6. Encourage family to provide clothing easily 
managed by patient. Clothing slightly larger 
than regular size and Velcro straps may be 
helpful. Such clothing makes independent 
dressing easier. 

7. Provide necessary assistive devices, such 
as long-handled shoe horn or zipper pull, as 
needed. Instruct on use. Appropriate assistive 
devices encourage independence. 

8. Assist with or perform dressing and groom- 
ing; fasten clothes; comb hair; clean nails. 
Provide help only when patient has difficulty; 
this promotes feeling of independence. 

9. Instruct patient or significant other in dress- 
ing and grooming techniques. Have patient or 
significant other demonstrate dressing and 
grooming techniques under supervision. In- 
structions to significant other can be given in 



writing. Return demonstration identifies prob- 
lem areas and increases significant other's 
self-confidence. 

10. Refer patient, as needed, to psychiatric 
liaison nurse, support group, or such commu- 
nity agencies as Visiting Nurses Association. 
These extra resources will reinforce activities 
planned to meet patient's needs. 

Documentation 

• Patient's expression of feelings and concerns 
about self-care limitations and their impact on 
body image and life-style 

•Patient's willingness to participate in dress- 
ing and grooming 

•Observations of patient's impaired ability to 
perform dressing and grooming 
•Interventions to provide supportive care 

• Patient's response to nursing interventions 

• Instructions to patient or significant other, 
their understanding of instructions, and dem- 
onstrated skill in carrying out self-care func- 
tions 

• Evaluations for each expected outcome. 



t Numbers following outcomes reler to interventions. 



Self-care deficit: Dressing and grooming 

related to perceptual or cognitive impairment 




Definition 



Inability to carry out activities associated with 
dressing and grooming 



Assessment 



•History of neurologic, sensory, or psychologi- 
cal impairment 
•Age 

•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical and me- 
chanical skills 

•Neurologic status, including cognition, com- 
munication ability, insight or judgment, level of 
consciousness, memory, motor ability, orienta- 
tion, sensory ability 

•Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of self, personality 



Defining characteristics 



•Clinical evidence of perceptual or cognitive 
impairment 

• Impaired ability to fasten clothing 
•Impaired ability to obtain or replace articles 
of clothing 

•Impaired ability to put on or take off neces- 
sary items of clothing 

•Impaired short-term or long-term memory 

• Inability to maintain appearance at a satis- 
factory level 



Associated medical diagnoses (selected 

Alcoholism, Alzheimer's disease, autism, bipo- 
lar disease (manic or depressive phase), brain 
tumor, cerebrovascular accident, head injury, 
Huntington's disease, Laennec's cirrhosis, 
mental retardation, organic brain syndrome, 
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Expected outcomes t 

• Patient's self-care needs are met. 
(1,2,4,5,6,7,8,9,10,11,12,13) 

• Patient or significant other carries out self- 
care program daily. 
(4,5,6,7,8,9,10,11,12,13,14,) 

•Patient or significant other communicates 
feelings and concerns. (3,14) 

• Patient or significant other identifies re- 
sources to help cope with problems after 
discharge. (14) 

Interventions and rationales 

1. Observe, document, and report patient's 
functional and perceptual or cognitive ability 
daily. Careful observation guides adjustment 
of nursing actions to meet patient's needs. 

2. Perform prescribed treatment for underlying 
condition. Monitor progress, and report favor- 
able and adverse responses to ensure consis- 
tent care. 

3. Allow patient to express frustration, anger, 
or feelings of inadequacy. Provide emotional 
support to enhance coping. 

4. Provide privacy to enhance patient's self- 
esteem. 



5. Monitor dressing and grooming daily to 
identify problem areas. 

6. Provide assistive devices as needed to en- 
courage independence. 

7. Do not rush patient. Rushing creates un- 
necessary stress and promotes failure. 

8. Remind patient of what is to be accom- 
plished while performing actual task. Praise 
accomplishments to foster self-confidence. 

9. Assist with dressing and grooming daily: 
fasten clothing; clean nails; comb hair. Select 
clothes and hand garments to patient one at a 
time in appropriate order. Provide help only 
when patient has difficulty to promote a feeling 
of independence. 

10. Direct patient in grooming measures, us- 
ing simple instructions given one at a time, to 
aid comprehension. 

11. Encourage patient to complete dressing 
and grooming measures. Provide positive 
feedback during task performance. Reinforce- 
ment and rewards may encourage effort. 

12. Encourage significant other to provide 
clothing easily managed by patient; clothing 
slightly larger than regular size and Velcro 



straps may be helpful. Such clothing makes 
independent dressing easier. 

13. Give written instructions to significant 
other in dressing and grooming technique, and 
supervise return demonstration to identify 
problem areas and increase significant other's 
self-confidence. 

14. Refer patient, as needed, to psychiatric 
liaison nurse, support group, or such commu- 
nity agencies as Visiting Nurses Association. 
These extra resources will reinforce activities 
planned to meet patient's needs. 

Documentation 

• Patient's or significant other's expression of 
feelings and concern about self-care deficits 
•Observations of patient's impaired ability to 
perform dressing and grooming activities 
•Patient's response to underlying treatment 

• Nursing interventions and patient's response 

• Instructions to patient (if capable) or signifi- 
cant other, their understanding of the instruc- 
tions, and their demonstrated skill in carrying 
out self-care functions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Self-care deficit: Feeding 

related to musculoskeletal impairment 




Definition 



Inability to carry out the self-care activity: 



Assessment 



• History of injury or disease associated with 
musculoskeletal impairment 

• Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical and me- 
chanical skills 

• Musculoskeletal status, including coordina- 
tion, functional ability, gait; mechanical restric- 
tion (cast, splint, traction); muscle tone, size 
and strength; range of motion; tremors 

• Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
motivation, patient's perception of health prob- 
lem and of self, personality 



Defining characteristics 



• Self-feeding deficit; inability to bring food 
from receptacle to mouth 
•Clinical evidence of musculoskeletal impair- 
ment 



Associated medical diagnoses (selected) 

Amyotrophic lateral sclerosis, brain or spinal 
cord tumor, cerebral palsy, cerebrovascular 
accident, fractures, Guillain-Barre syndrome, 
Huntington's disease, multiple sclerosis, multi- 
ple trauma, muscular dystrophy, myasthenia 
gravis (crisis), Parkinson's disease, rheuma- 
toid arthritis, spinal cord injury, terminal can- 
cer 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings about feeding lim- 
itations. (5) 

• Patient maintains weight at lb. (3) 

•Patient has no evidence of aspiration. (4) 
•Patient consumes % of diet. (1,2,6) 

• Patient or significant other demonstrates cor- 
rect use of assistive devices. (6,7) 

• Patient or significant other carries out feed- 
ing program daily. (6,7,8) 

Interventions and rationales 

1. Observe patient's functional level every 
shift; document and report any changes. This 
allows adjustment to patient's needs. 

2. Perform prescribed treatment for underlying 
musculoskeletal impairment. Monitor progress 
and report responses. Therapy must be ap- 
plied consistently to facilitate independence. * 

3. Weigh patient weekly and record. Report 
change of more than 1 lb per week, to ensure 
adequate nutrition and fluid balance. 

4. Monitor and record breath sounds every 4 
hours, to check for aspiration of food. Report 
crackles, wheezes, or rhonchi. 

5. Encourage patient to ventilate feelings and 

1 Numbers following outcomes teler to interventions. 



concerns about feeding deficits, to help pa- 
tient achieve highest functional level. 
6. Initiate feeding program: 

a. Determine types of food best handled by 
patient. Easily handled foods encourage 
patient's feelings of independence. 

b. Place patient in high Fowler's position to 
aid swallowing and digestion. Support 
weakened extremities, wash patient's 
face and hands before meals. 

c. Provide assistive devices; instruct patient 
on use to allow more independence. 

d. Supervise or assist at each meal; for ex- 
ample, cut food into small pieces. This 
aids chewing, swallowing, and digestion 
and reduces risk of choking or aspiration. 

e. Feed patient slowly. Rushing causes 
stress in patient, reducing digestive activ- 
ity and causing intestinal spasms. 

f. Keep suction equipment at bedside to re- 
move aspirated foods if necessary. 

g. Instruct patient or significant other in 
feeding techniques and equipment. This 
aids understanding and encourages com- 
pliance. 



h. Record percentage of food consumed, to 
ensure adequate nutrition. 

7. Encourage patient to carry out aspects of 
feeding according to abilities. This gives pa- 
tient sense of achievement and control. 

8. Refer patient to psychiatric liaison nurse, 
support group, or such community agencies 
as Visiting Nurse Association and Meals on 
Wheels. Additional resources reinforce activi- 
ties planned to meet patient's needs. 

Documentation 

• Patient's expression of feelings and concern 
about inability to feed self 
•Observations of patient's impaired ability to 
perform self-care 

•Patient's response to treatment 
•Patient's weight 

• Patient's intake 

• Interventions to provide supportive care 

• Instructions to patient and significant other, 
understanding of instructions, and demon- 
strated skill in carrying out self-care functions 

• Patient's response to interventions 
•Evaluations for each expected outcome. 

t Indicates doctor-ordered instruction. 



Self-care deficit: Feeding 

related to perceptual or cognitive impairment 




Definition 



Inability to feed self 
Assessment 



•History of neurologic, sensory, or psychologi- 
cal impairment 
•Age 

•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical and me- 
chanical skills 

• Neurologic status, including cognition, com- 
munication ability, insight or judgment, level of 
consciousness, memory, motor ability, orienta- 
tion, sensory ability 

• Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of self, personality 



Defining characteristics 



• Clinical evidence of perceptual or cognitive 
impairment 

• Impaired short-term or long-term memory 
•Inability to bring food from receptacle to 
mouth 



Associated medical diagnoses (selected) 

Alcoholism, Alzheimer's disease, autism, bipo- 
lar disease (manic or depressive phase), brain 
tumor, cerebrovascular accident, head injury, 
Huntington's disease, Laennec's cirrhosis, 
mental retardation, organic brain syndrome, 



Turn card over to lind EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Patient's self-care needs are met. 
(1,3,5,6,7,8,9,10,11,12) 

• Patient maintains weight. (2) 

• Patient or significant other carries out feed- 
ing program daily. (5,6,7,8,9,10,11,12,13) 
•Patient or significant other communicates 
feelings and concerns. (4,13) 

• Patient or significant other identifies re- 
sources to help cope with problems after 
discharge. (13) 

Interventions and rationales 

1. Observe, document, and report patient's 
functional and perceptual or cognitive ability 
daily. Careful observation guides adjustment 
of actions to meet patient's needs. 

2. Weigh patient weekly and record results. 
Report loss of 2 lbs or more to ensure ade- 
quate nutrition and fluid balance. 

3. Perform prescribed treatment for underlying 
condition. Monitor progress, and report favor- 
able and adverse responses. Therapy must be 
consistently applied to aid patient's indepen- 
dence. 

4. Allow patient to express frustration, anger, 



or feelings of inadequacy. Provide emotional 
support to help patient come to terms with 
self-care deficit and achieve highest functional 
level. 

5. Determine types of food best handled by 
patient; for example, finger foods, soft or liquid 
diet. Easily handled foods encourage patient's 
feelings of independence. 

6. Provide assistive devices at each meal, as 
needed. These allow patient to do as much as 
possible for self. 

7. Place patient in high Fowler's position to re- 
duce swallowing difficulty and aid digestion. 

8. Supervise or assist at each meal; for exam- 
ple, cut food into small pieces to assist chew- 
ing, swallowing, and digestion, and reduce risk 
of choking or aspiration. 

9. Feed patient slowly. Do not rush. Rushing 
causes stress in patient, reducing digestive 
activity and causing intestinal spasms. 

10. Encourage patient to do as much for self 
as possible, using simple instructions given 
one at a time, to aid comprehension. 

11. Keep suction equipment at bedside to 
remove aspirated foods if necessary. 

12. Instruct patient or significant other in feed- 



ing techniques and use of equipment. Have 
patient or significant other give return demon- 
stration of feeding and equipment use under 
supervision. This aids understanding and en- 
courages compliance. 
13. Refer patient, as needed, to psychiatric 
liaison nurse, support group, or such commu- 
nity agencies as Visiting Nurses Association. 
These extra resources will reinforce activities 
planned to meet patient's needs. 

Documentation 

• Patient's or significant other's expression of 
feelings and concern about difficulty with feed- 
ing 

•Observations of patient's impaired ability to 
feed self 



•Patient's response to treatment 

• Interventions to provide supportive care 

• Instructions to patient (if capable) or signifi- 
cant other, their understanding of the instruc- 
tions, and their demonstrated skill in carrying 
out instructions 

•Patient's response to nursing interventions 
•Evaluations for each expected outcome. 



t Numbers following outcomes refer fo interventions. 



Self-care deficit: Toileting 

related to musculoskeletal impairment 




Definition 



Inability to carry out toileting routine 



Assessment 



•History of injury or disease associated with 
musculoskeletal impairment 
•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical or mechani- 
cal skills 

•Musculoskeletal status, including coordina- 
tion; functional ability; gait; mechanical restric- 
tion (cast, splint, traction); muscle tone, size, 
and strength; range of motion; tremors 
• Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of health problem and 
self, personality 



Defining characteristics 



•Clinical evidence of musculoskeletal impair- 
ment 

•Inability to carry out proper toilet hygiene 
• Inability to flush toilet or empty commode 
•Inability to get to toilet or commode 
•Inability to manipulate clothing for toileting 
•Inability to sit on or rise from toilet or com- 
mode 



Associated medical diagnoses , 

Amyotrophic lateral sclerosis, brain or spinal 
cord tumor, cerebral palsy, cerebrovascular 
accident, fractures, Guillain-Barre syndrome, 
Huntington's disease, multiple sclerosis, multi- 
ple trauma, muscular dystrophy, myasthenia 
gravis (crisis), Parkinson's disease, rheuma- 
toid arthritis, spinal cord injury, terminal can- 
cer 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient's self-care needs are met. 
(1,2,4,5,6,7,8) 

•Complications are avoided or minimized. 
(1,2,4,5,6,7,8,9) 

•Patient communicates feelings about limita- 
tions. (3,9) 

•Patient maintains continence. (5,6,7) 
•Patient or significant other demonstrates cor- 
rect use of assistive devices. (5) 
•Patient or significant other carries out toilet- 
ing program daily. (4,5,6,7,8,9) 

Interventions and rationales 

1. Observe patient's functional level every 
shift; document and report any changes. 
Careful observation guides adjustment of in- 
terventions to meet patient's needs. 

2. Perform prescribed treatment for underlying 
musculoskeletal impairment. Monitor progress, 
reporting favorable and adverse responses to 
treatment. Therapy must be consistently 
applied to aid patient's independence. 

3. Encourage patient to voice feelings and 
concerns about self-care deficits to help pa- 
tient achieve highest functional level possible. 



4. Monitor intake and output and skin condi- 
tion; record episodes of incontinence. Accu- 
rate intake and output records can identify 
potential imbalances. 

5. Use assistive devices as needed, such as 
external catheter at night, bedpan or urinal 
every 2 hours during day, and adaptive equip- 
ment for bowel care. Instruct on use. As con- 
trol improves, reduce use of assistive devices. 
Assisting at appropriate level helps maintain 
patient's self-esteem. 

6. Assist with toileting if needed. Allow patient 
to perform independently as much as possible 
to foster patient's self-confidence. 

7. Perform urinary and bowel care if needed. 
Follow urinary or bowel elimination plans. 
Monitoring success or failure of toileting plans 
helps identify and resolve problem areas. 

8. Instruct patient or significant other in toilet- 
ing routine. Instructions to significant other 
can be given in writing. Have patient or signifi- 
cant other demonstrate toileting routine under 
supervision. Return demonstration identifies 
problem areas and increases significant oth- 
er's self-confidence. 

9. Refer patient, as needed, to psychiatric liai- 



son nurse, support group, or such community 
agencies as Visiting Nurses Association. 
These extra resources will reinforce activities 
planned to meet patient's needs. 

Documentation 

• Patient's expression of feelings and concerns 
about self-care limitations and their impact on 
body image and life-style 

• Patient's willingness to participate in self- 
care 

•Intake and output 

•Observations of patient's impaired ability to 
perform toileting routine and patient's re- 
sponse to treatment 

• Interventions to provide supportive care 

• Instructions to patient or significant other, 
their understanding of instructions, and dem- 
onstrated skill in carrying out self-care func- 
tions 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes relet to interventions. 



Self-care deficit: Toileting 

related to perceptual or cognitive impairment 




Definition 



Inability to carry out toileting routine 



Assessment 



•History of neurologic, sensory, or psychologi- 
cal impairment 
•Age 

•Self-care abilities, including knowledge and 
use of adaptive equipment, preparation of 
equipment and supplies, technical or mechani- 
cal skills 

•Neurologic status, including cognition, com- 
munication ability, insight or judgment, level of 
consciousness, memory, motor ability, orienta- 
tion, sensory ability 

• Psychosocial status, including coping mech- 
anisms, family or significant other, life-style, 
patient's perceptions of self, personality 



Defining characteristics 



•Clinical evidence of perceptual or cognitive 
impairment 

• Impaired short-term or long-term memory 

• Inability to carry out proper toilet hygiene 

• Inability to flush toilet or empty commode 

• Inability to get to toilet or commode 

• Inability to manipulate clothing for toileting 

• Inability to sit on or rise from toilet or com- 
mode 



Associated medical diagnoses i 

Alcoholism, Alzheimer's disease, autism, bipo- 
lar disease (manic or depressive phase), brain 
tumor, cerebrovascular accident, head injury, 
Huntington's disease, Laennec's cirrhosis, 
mental retardation, organic brain syndrome, 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomest 

• Patient's self-care needs are met. 
(1,2,4,5,6,7,8,9,10,11) 

• Complications are avoided or minimized. 
(1,2,4,5,6,9,10,11,12) 

• Patient or significant other carries out toilet- 
ing program daily. (4,5,6,7,8,9,10,11,12) 

• Patient maintains continence. (5,6,7) 

• Patient or significant other communicates 
feelings and concerns. (3,12) 

• Patient or significant other identifies re- 
sources to help cope with problems and with 
discharge from hospital. (12) 

Interventions and rationales 

1. Observe, document, and report patient's 
functional and perceptual or cognitive ability 
daily. This allows adjustment of actions to 
meet patient's needs. 

2. Perform prescribed treatment for underlying 
condition. Monitor progress, and report favor- 
able and adverse responses to guide therapy. 

3. Allow patient to express frustration, anger, 
or feelings of inadequacy. Provide emotional 
support to help patient achieve highest func- 
tional level. 



4. Monitor intake and output; record episodes 
of incontinence. Accurate intake and output 
records can identify potential imbalances. 

5. Use assistive devices, such as external 
catheter at night, bedpan or urinal every 2 
hours during day, and adaptive equipment for 
bowel care. As control improves, reduce use 
of assistive devices. Assisting at appropriate 
level enhances patient's self-esteem. 

6. Assist with toileting, if needed, using visual 
and auditory cues to stimulate urination. This 
allows patient to perform independently as 
much as possible. 

7. Allow ample time for patient to perform toi- 
leting routine. Rushing creates unnecessary 
stress and promotes failure. 

8. Provide positive, constructive feedback 
when assisting with toileting. Reinforcement 
and rewards may enhance self-esteem. 

9. When assisting with toileting, use simple in- 
structions given one at a time to aid compre- 
hension. 

10. Complete urinary and bowel care if patient 
is unable to do so. Follow urinary and bowel 
elimination plans. Monitoring success or fail- 
ure of toileting plans helps identify and resolve 



problem areas. 

11. Give written instructions in toileting routine 
to significant other and supervise return dem- 
onstration. Return demonstration identifies 
problem areas and increases significant oth- 
er's self-confidence. 

12. Refer patient to psychiatric liaison nurse, 
support group, or community agency, as 
needed. These extra resources will reinforce 
activities planned to meet patient's needs. 

Documentation 

•Patient's or significant other's expression of 
feelings and concern about self-care deficits 
•Observations of patient's impaired ability to 
perform toileting routine 
•Patient's response to treatment for underly- 
ing condition 

•Interventions to provide supportive care 

• Intake and output 

• Instructions to patient (if capable) or signifi- 
cant other, their understanding of the instruc- 
tions, and their demonstrated skill in carrying 
out self-care functions 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Self-esteem, chronic low I 

130 



Definition 

Long-standing negative self-evaluation or feel- 
ings about self or capabilities 

Assessment 

• Reason for hospitalization or outpatient 
treatment 

•Age 
•Sex 

• Developmental stage 

• Family system, including: marital status, role 
in the family, sibling position 

• Perception of health problem 

• Past experience with health care system 

• Mental status, including abstract thinking, af- 
fect, communication, general appearance, 
judgment or insight, memory, mood, orienta- 
tion, perception, thinking process 

• Belief system, including norms, religion, 
values 

• Social interaction pattern 

• Social and occupational history 



• Perception of self (past and present), includ- 
ing body image, coping mechanisms, problem- 
solving ability, self-worth 

• Past experience with crisis 

• Past history of treatment for psychosocial 
disturbance, including hospitalization, medica- 
tion, psychotherapy, suicidal ideation, plans, 
past attempts 

• Neurovegetative signs, including ability to 
experience pleasure, appetite, energy level, 
sleep 

Defining characteristics 

• Patient evaluates self as unable to deal with 
events 

• Patient exhibits nonassertive or passive ten- 
dency 

• Patient expresses shame or guilt 

• Patient has difficulty making decisions 

• Patient hesitates to try new things or situa- 
tions 

• Patient overly conforms to or depends on 



others' opinions 

• Patient seeks excessive reassurance 

• Patient voices self-negating thoughts 

Associated medical diagnoses (selected) 

Medical diagnoses include cardiovascular dis- 
ease, chronic illnesses requiring lifelong treat- 
ment (such as hemophilia, chronic obstructive 
pulmonary disease, Crohn's disease, diabetes 
mellitus, end-stage renal disease, seizure dis- 
orders), endocrine or metabolic disorders, 
neurologic or neuromuscular disease, and any 
illness or injury resulting in chronic pain, per- 
manent disability, or disfigurement. Psychiatric 
diagnoses include anxiety, bipolar disorder, 
depression, panic state, self-destructive be- 
haviors (anorexia nervosa, bulimia, substance 
abuse, attempts at suicide), personality disor- 
ders (borderline, dependent, obsessive-com- 
pulsive, passive-dependent) 
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Expected outcomes t 

• Patient voices feelings related to self-es- 
teem. (1,2,3,4,12) 

• Patient reports feeling safe in hospital envi- 
ronment. (2,4) 

• Patient makes verbal contract not to harm 
self while in hospital. (4,5) 

• Patient joins gradually in self-care and deci- 
sion making process. (6,7,8) 

• Patient engages in social interaction with 
others. (9) 

• Patient demonstrates verbally and behavior- 
ally a decrease in negative self-evaluation. 
(8,9,10) 

• Patient voices acceptance of positive and 
negative feedback without exaggeration. 
(1,2,10) 

Interventions and rationales 

1. Provide for a specific amount of uninter- 
rupted non-care-related time to engage patient 
in conversation. This gives patient time for 
sell-exploration. 

2. Listen to patient with understanding, re- 
sponding with nonjudgmental acceptance, 
genuine interest, and sincerity. This expands 



patient's sell-awareness and reduces element 
of threat. 

3. Assess patient's mental status through in- 
terview and observation at least once weekly. 
High anxiety from self-rejection may cause 
cognitive, sensory, or perceptual disturbances. 

4. Assess suicide risk and lethal potential, as 
indicated. Extremely low levels of sell-esteem 
may lead to suicide. 

5. Institute suicidal precautions according to 
protocol. Patient's behavior must be super- 
vised until sell-control is adequate tor safety. 

6. Provide patient with simple, structured daily 
routine. Structured activity sets limits to pa- 
tient's anxious behaviors. 

7. Encourage patient to care for self to the ex- 
tent possible. Patient may neglect or reject as- 
pects of self-care, from feelings of self-hate. 

8. Involve patient in decisions about care on a 
gradual basis, to reduce feelings of ambiva- 
lence, procrastination and lack of confidence 
in decision making. 

9. Arrange situations to encourage social in- 
teraction between patient and others. Dis- 
turbed interpersonal relationships are a direct 
expression of self-hate. 



10. Provide patient with positive feedback for 
verbal reports and behaviors indicative of im- 
proved self-esteem. This encourages future 
adaptive coping behaviors. 

11. Help patient mobilize resources for assis- 
tance when discharged, to help patient re- 
place maladaptive coping behaviors with more 
adaptive ones. 

12. Refer patient to mental health professional 
as indicated. Severity ol symptoms accompa- 
nying chronic low self-esteem may require 
long-term psychotherapy. * 

Documentation 

• Patient's verbal expressions and behaviors 
indicative of low self-esteem 

•Mental status examination (baseline and on- 
going) 

•Suicide assessment, interventions, and pa- 
tient's response 

• All nursing interventions implemented to fa- 
cilitate improved self-esteem 

• Patient's response to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Self-esteem, situational low 



131 



Definition 



Negative self-evaluation or feelings about self 
that develop in response to a loss or change 
in an individual who previously had a positive 
self-evaluation 



Defining characteristics 



Assessment 



•Sex 

• Developmental stage 

• Family system, including marital status, role 
in family, sibling position 

• Reason for hospitalization 

• Mental status, including affect, general ap- 
pearance, mood 

• Cognitive ability 

• Behavior 

• Past perception of self 

• Current perception of self 



• Difficulty making decisions 

• Episodic occurrence of negative self-ap- 
praisal in response to life events in a person 
with a previously positive self-evaluation 

• Evaluation of self as unable to handle situa- 
tional events 

• Verbalization of negative feelings about self 



Associated medical diagnoses (selected) 

This nursing diagnosis can be used with any 
patient experiencing an anticipated or actual 
loss (body part, normal body function, control 
over environment, threat to life). Examples in- 
clude carcinoma; cerebrovascular accident; 
communicable diseases; conditions requiring 
amputation, hysterectomy, mastectomy, or os- 
tomy; immunosuppressive conditions; myocar- 
dial infarction; or any injury or illness resulting 
in prolonged hospitalization 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voices feelings related to current sit- 
uation and its effect on self-esteem. (1,2) 

• Patient verbally describes appraisal of self 
before current health problem. (1,2) 

• Patient participates in decisions related to 
care and therapies. (1,2,3,4) 

• Patient reports a sense of control over life 
events. (2,4,5) 

• Patient articulates a return to previous posi- 
tive feelings about self. (2,3,5) 

Interventions and rationales 

1. Encourage patient to express feelings about 
self (past and present). Self-exploration en- 
courages patient to consider future change. 

2. Provide for a specific amount of uninter- 
rupted non-care-related time to engage patient 
in conversation. Mutuality helps patient as- 
sume ultimate responsibility for coping re- 
sponses. 

3. Assess patient's mental status through in- 
terview and observation at least once daily. If 
anxiety resulting from self-rejection becomes 
severe, patient may experience disorientation, 
psychotic symptoms. 



4. Involve patient in decision making process. Care plan notes 

Expressions of low self-esteem include ambiv- 
alence and procrastination. 

5. Provide patient with positive feedback for 
verbal reports or behaviors indicative of a re- 
turn to positive self-appraisal. This gives pa- 
tient feelings of significance, approval and 
competence to cope effectively with stressful 
situations. 

Documentation 

• Patient's expressions of lowered self-esteem 

• Mental status assessment (baseline and on- 
going) 

• Nursing interventions directed toward a re- 
turn to previous positive self-esteem 

• Patient's response to interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Self-esteem disturbance 




Definition 



Negative self-evaluation or feelings about self 
or self capabilities that may be directly or indi- 



Assessment 



• Developmental stage 
•Sex 

• Family system, including: marital status, sib- 
ling position 

• Reason for hospitalization or outpatient 
treatment 

• Patient's perception of health problem 

• Past experience with health problems 

• Mental status, including affect, behavior, 
cognitive ability, general appearance, mood 

• Usual coping behaviors during stress 

• Social interaction pattern 



Defining characteristics 

• Patient becomes hypersensitive lo slight or 
criticism 

• Patient denies problems evident to others 

• Patient evaluates self as unable to deal with 
events 

• Patient exhibits grandiosity 

• Patient expresses shame or guilt 

• Patient hesitates to try new things or situa- 
tions 

• Patient projects blame or responsibility for 
problems 

• Patient rationalizes away or rejects positive 
feedback and exaggerates negative feedback 
about self 

• Patient rationalizes personal failures 

• Patient voices self-negating thoughts 



Associated medical diagnoses (selected) 

Self-esteem is an essential issue affecting all 
hospitalized clients. Examples include the fol- 
lowing physical and emotional conditions: am- 
putation, anxiety, burns, commmunicable 
diseases, congenital anomalies, depression, 
immunosuppressive conditions, infertility, mas- 
tectomy, menopause or hysterectomy, narcis- 
sistic or borderline personality disorder, 
ostomy, sexual dysfunction, substance abuse 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voices feelings related to self-es- 
teem. (1,2,3) 

• Patient participates in decisions related to 
care and therapies. (2,4,7) 

• Patient engages in social interaction with 
others. (5) 

• Patient voices an acceptance of positive or 
negative feedback without exaggeration. (2,6) 

• Patient initiates action to attain higher level 
of wellness, physically and emotionally. (4,6) 

• Patient articulates at least two positive quali- 
ties about self. (1,2,6) 

Interventions and rationales 

1. Encourage patient to express feelings about 
self. Active listening is the most basic thera- 
peutic skill. 

2. Allow a specific amount of uninterrupted, 
non-care-related time to engage patient in 
conversation. This creates environment that 
encourages patient to ventilate feelings at own 
pace. 

3. Assess patient's mental status through in- 
terview and observation at least once daily. 



1 Numbers following outcomes relet to interventions. 



This helps detect abnormal feelings and be- Care plan I 

haviors. 

4. Involve patient in decision making process, 
to reduce patient's feelings of dependence on 
others. 

5. Arrange situations to encourage social in- 
teraction between patient and others, improv- 
ing social environment helps restore 
confidence and self-esteem. 

6. Provide patient with positive feedback for 
verbal reports or behaviors indicating im- 
proved self-esteem. This encourages future 
effective coping behaviors. 

7. Refer patient to mental health professional 
if indicated. Consultation can ease frustration, 
increase objectivity and foster collaborative 
approach to patient's care. 

Documentation 

• Patient's expressions of lowered self-esteem 
•Mental status assessment (baseline and on- 
going) 

• Interventions directed toward improved self- 
esteem 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Self-mutilation, high risk for 

related to emotional illness 




Definition 



State in which an individual is at risk of per- 
forming a deliberate act of self-harm that's in- 
tended to produce immediate tissue damage 



Assessment 



•Sex 

• Developmental history 

•Current stress level and coping behaviors 
•Mental status, including judgment, thought 
content, and mood 

• Family history, including abusive behavior 
•Previous episodes of self-mutilation or sui- 
cide attempts 

•Substance abuse history 

•Social history, including sexual activity and 

aggression within peer group 



Risk factors 



• Lability of affect 

• Borderline personality disorder (especially in 
females 16 to 25 years of age) 
•Childhood emotional disturbances or abuse 

• Command hallucinations 

• Dissociative episodes 

• Emotional deprivation by parents 
•Expressions of self-hatred 

• Feelings of depression or emptiness 

• History of dysfunctional family upbringing 

• History of physical or sexual abuse 
•Inability to cope with increased stress 
•Lack of sensory stimuli 

•Low self-esteem 

•Psychotic state (especially in young males) 



Associated medical diagnoses 

Autism, borderline personality disorder, devel- 
opmental disability, factitious disorder with 
physical symptoms, malingering, multiple per- 
sonality disorder, sexual masochism 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 



© 1993 Springhouse Corporation 



Expected outcomes t 

• Patient doesn't harm himself while in the 
hospital. (2,3,4,6,7,8,10,11) 

•Patient expresses increased sense of secu- 
rity. (1,2,3,6,7,8) 

• Patient reports being able to cope better 
with disorganization, aggressive impulses, 
anxiety, or hallucinations. (5,6) 

• Patient no longer experiences dissociative 
states or experiences fewer of them. (5) 
•Patient participates in therapeutic milieu. 
(8,12) 

•Patient reports suicidal thoughts to staff. (11) 

Interventions and rationales 

1. Limit the number of staff members interact- 
ing with the patient to provide continuity of 
care and enhance sense of security. 

2. Have staff make frequent, short contacts 
with patient to reassure patient without stifling 
independence. 

3. Remove all dangerous objects from the pa- 
tient's environment to promote safety. 

4. Make short-term verbal "contracts" with the 
patient stating that the patient won't harm him- 
self to make patient aware that he is ultimately 

t Numbers following outcomes refer lo interventions. 



responsible for his own safety, and that he is 
capable of guaranteeing it. 

5. Administer psychotropic medications, as or- 
dered to reduce tension, impulsive behavior, 
hallucinations, and panic. 

6. If the patient enters a dissociative state or 
hallucinates, move him to a quiet room with 
reduced stimuli. If restraints must be used, re- 
main with the patient and provide reassurance 
to calm patient and orient him to reality. * 

7. As ordered, place patient under observation 
to provide protection and increase patient's 
sense of security. If hospitalized, the patient 
can be "zoned," or asked to remain in areas 
within sight of staff. * 

8. If patient is participating in therapeutic mil- 
ieu, discuss patient's risk of self-harm with 
community members to provide enhanced 
protection and psychological support. 

9. If the patient harms himself, care for the in- 
juries in a calm, nonjudgmental manner. En- 
courage the patient to talk about the feelings 
that prompted the self-mutilation. Discussion 
may help the patient connect self-destructive 
behavior to the feelings that preceded it. Dis- 
cussion may also provide an opportunity to 



explore alternative ways of dealing with nega- 
tive thoughts and feelings. 

10. If self-destructive acts persist, consider 
developing a behavior-modification program, 
where periods of self-control are rewarded 
through benefits such as personal attention or 
material items to reinforce self-control. 

11. Ask patient directly if he is thinking of sui- 
cide and, if so, what plan he has. A self-de- 
structive patient may become suicidal and, 
therefore, require additional precautions. 

12. Hold frequent treatment team meetings to 
ensure consistent care that is appropriate to 
patient's current behavior. 

Documentation 

•Nursing interventions performed and pa- 
tient's response 

•Contracts between patient and nurse 
•Patient's responses to medication and be- 
havioral modification program 

• Revisions to treatment plan 

• If necessary, a "bodygram" to document 
self-inflicted injuries 

• Evidence of suicidal ideation 

• Evaluations for each expected outcome. 

t Indicates doctor-ordered instruction. 



Sensory or perceptual alteration (auditory) 

related to altered sensory 
reception, transmission, or integration 




Definition 



Change in the characteristics of auditory 
stimuli 



Assessment 



• History of ear disorders, trauma, surgery 
•Age 

•Auditory status, including ear position, size, 
and symmetry; skin color and texture; tym- 
panic membrane (cerumen, color of canal, de- 
formities, discharge, intactness or tension, 
landmarks); use of hearing aid 

• Rinne test 

• Weber's test 

• Communication status, including adaptive re- 
sponses (gestures, Spreading, signing), level 
of comprehension and expression, speech 
pattern 

• Environmental factors; for example, factory 
noise 

• Activities of daily living 

• Behavioral assessment, including coping 



mechanisms, willingness to cooperate with 
treatment 

Defining characteristics 

• Altered conceptualization 

•Altered communication pattern, reduced fa- 
cial expression 
•Anger 

• Apathy or passiveness 

• Auditory distortion 

• Change in behavior pattern, decreased so- 
cial interaction 

• Change in response to auditory stimuli 
•Clinical evidence of impaired (decreased) 
hearing ability 

• Depression 

• Disorientation 

• Hallucinations 

• Reported or measured change in auditory 
activity 

• Restlessness 



Associated medical diagnoses (selected) 

Acoustic neuroma, auditory nerve damage, 
chronic suppurative otitis media, deafness (un- 
compensated), drug-induced deafness, otos- 
clerosis, presbycusis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient discusses impact of auditory loss on 
life-style. (1,2) 

• Patient maintains orientation to person, 
place, and time. (3,4,5) 

• Patient expresses feeling of comfort and se- 
curity. (3,6,7) 

• Patient shows interest in external environ- 
ment. (4,5) 

• Patient compensates for auditory loss by use 
of signing, gestures, lipreading, hearing aid, 
etc. (2,8) 

• Patient plans to use community resources to 
assist with auditory deficit. (9) 

Interventions and rationales 

1. Allow patient to express feelings about 
hearing loss. Convey a willingness to listen, 
but do not pressure patient to talk. Giving pa- 
tient chance to talk about hearing loss en- 
hances acceptance of loss. 

2. Determine how to communicate effectively 
with client, using gestures, written words, 
signing, lipreading. If patient has a hearing 
aid, encourage its use. Planned communica- 
tion with patient improves care delivery. 



3. Give patient clear, concise explanations of 
treatments, procedures, etc. Avoid information 
overload. Face patient when speaking; enunci- 
ate words clearly, slowly, and in normal speak- 
ing voice; avoid putting hands to mouth when 
speaking. Wearing red lipstick helps to define 
the mouth. Patient will be better able to join in 
care with better understanding of treatment 
plan. 

4. Provide sensory stimulation by using tactile 
and visual stimuli to help compensate for 
hearing loss. Encourage family to bring famil- 
iar objects from home. Sensory stimulation of 
patient's other senses helps compensate for 
hearing loss. 

5. Provide reality orientation if patient is con- 
fused or disoriented to permit more effective 
patient-staff interaction. 

6. Make sure other staff members are aware 
of patient's hearing deficit. Record information 
on patient's Kardex and chart cover. This en- 
sures effective nursing care delivery by staff. 

7. Respond to call light by going to patient's 
room as soon as possible. If feasible, assign 
same staff members to care for patient. These 
measures reduce patient's fears. 



8. Educate patient in alternative ways of cop- 
ing with hearing loss; care of hearing aid, if 
prescribed; and safety and protective mea- 
sures to avoid harm or injury (use of amplifier 
or signal devices on telephone, visual cues in 
environment, etc.). Knowledgeable patient will 
be better able to cope with hearing loss. 

9. Refer to appropriate community resources, 
such as American Organization for the Educa- 
tion of the Hearing Impaired, to help patient 
adapt to loss. Involve family or significant 
other in planning and encourage participation. 
These measures help patient and family cope 
better with hearing loss. 

Documentation 

• Patient's statement of feelings about auditory 
loss 

• Observations of patient's behavior or re- 
sponse to auditory loss and use of adaptive 
aids 

• Instructions regarding safety and protective 
measures and patient's intent to use appropri- 
ate resources 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Sensory or perceptual alteration (gustatory) 




Definition 



Change in the sense of taste 
Assessment 



•Taste sensation, including change from base- 
line, ability to differentiate sweet, salty, sour, 
and bitter taste 

•Health history, including trauma, infection, vi- 
tamin or mineral deficiency, neurologic or oral 
disorders, chemotherapy or radiation therapy 

• Medication history, including use of certain 
antidepressants (such as clomipramine), anti- 
neoplastic agents, penicillamine, captopril, lith- 
ium, interferon alfa 2a, levamisole, zidovudine 

• Evidence of loss of appetite 
•Weight change from baseline 
•Mouth dryness 

• Smoking history 
•Sense of smell 



Defining characteristics 



•Altered taste sense 

a. Complete loss of taste (ageusia) 

b. Distorted sense of taste (dysgeusia) 

c. Food tastes unpleasant or revolting (caco- 



d. Partial loss of taste (hypogeusia) 
• Loss of appetite 
•Weight loss 



Associated medical diagnoses (selected) 
Brain stem lesions, chemotherapy, radiation 
therapy, basilar skull fracture, Bell's palsy, 
common cold, influenza, oral cancer, Sjogren's 
syndrome, thalamic syndromes, viral hepatitis 
(acute), vitamin B, 2 deficiency, zinc deficiency 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



•Patient reports changes in sense of taste. 
(1,2) 

•Patient identifies ways to enhance enjoyment 
of food. (4,5) 

• Patient consumes — % of diet. (4,5) 

• Patient maintains weight. (3,4,5) 

Interventions and rationales 

1. Assess changes in sense of taste to estab- 
lish a baseline. 

a. Gently withdraw the patient's tongue 
slightly with a gauze sponge. Use a 
moistened applicator to place a few crys- 
tals of salt or sugar on one side of the 
tongue. Wipe the tongue clean and ask 
the patient to identify the taste sensation. 

b. Apply a tiny amount of quinine to the 
base of the tongue to test bitter taste 



c. Place a small piece of sour pickle on the 
patient's tongue to test sour taste sensa- 
tion. 

2. Pinch off one nostril and ask the patient to 
close his eyes and sniff through the open nos- 
tril to identify nonirritating odors, such as cof- 



fee, lime, and wintergreen to evaluate sense 
of smell; much of what constitutes taste is ac- 
tually smell. Repeat the test on the opposite 
nostril. 

3. Monitor and record patient's weight each 
week to detect signs of weight loss. 

4. Modify the patient's diet so he can distin- 
guish and enjoy as many tastes as possible. 
Identify ways to emphasize smell and enhance 
flavor of food, such as using herbs and spices 
to compensate for loss of taste. 

5. Serve food in attractive surroundings. Pre- 
pare meals in an attractive manner, using a 
variety of different colored foods to appeal to 
the patient's visual sense. 

Documentation 

•Evidence of changes in patient's sense of 
taste 

•Patient's weight 

•Techniques used to modify patient's diet 
•Evaluations for each expected outcome. 



Care plan notes 



t Numbers following outcomes refer to infervenlions. 



Sensory or perceptual alteration (kinesthetic) 



136 



Definition 



Defining characteristics 



Diminished ability to perceive position or loca- 
tion of body parts, especially changes in the 
angles of joints 

Assessment 

• Health history, including presence of neuro- 
logic or musculoskeletal conditions 
•Musculoskeletal status, including motor 
coordination and muscular weakness 

• Use of safety devices 

• Presence of other sensory impairments 
•Neurologic status, including cognition (in- 
sight, judgment, memory), level of conscious- 
ness, orientation 

•Coping behaviors 

• Emotional response to illness 
•Self-concept, including self-esteem and body 
image 



•Diminished motor coordination 

• Inability to identify location of body part 

• Inability to perceive changes in the angles of 
joints 

•Muscular weakness, flaccidity, rigidity, or 
atrophy 



Associated medical diagnoses (selected) 

Cerebral palsy, multiple sclerosis, muscular 
dystrophy, rhizotomy, spinal trauma, spinal tu- 
mors, surgical joint replacement 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings associated with 
changes in kinesthetic perception. (1) 
•Appropriate safety precautions are imple- 
mented. (3,4,5) 

• Skin breakdown is avoided, especially in 
areas around vulnerable joints. (6) 

• Patient participates in self-care activities to 
maximum ability. (2,7) 

• Patient participates in an appropriate exer- 
cise program. (8) 

Interventions and rationales 

1. Encourage patient to express feelings re- 
lated to diminished kinesthetic perception to 
promote acceptance of perceptual impairment. 

2. Assess changes in motor coordination, pa- 
ralysis, or muscular weakness and report ob- 
servations to health care team to ensure 
appropriate care. 

3. Implement appropriate safety measures, 
such as installing padded bed rails, maintain- 
ing bed in low position, or using wheelchair 
lapboard to avoid patient injury. 

4. Remind patient to regularly observe how 
hands and feet are placed to avoid injury. 



5. Teach staff members to remind patient of 
need to check positioning of hands and feet to 
ensure safety. Emphasize the importance of 
communicating a patient and accepting atti- 
tude to enhance the patients emotional well- 
being. 

6. Inspect skin daily, especially areas around 
vulnerable joints to detect signs of skin break- 
down. 

7. Encourage use of letter board, electric 
wheelchair, and feeding and dressing devices 
to promote independence. 

8. Provide patient with an exercise program 
that includes active and passive range-of-mo- 
tion routines to maintain range of motion and 
prevent musculoskeletal degeneration. 

Documentation 

•Observations of diminished kinesthetic per- 
ception 

• Evidence of patient's understanding of in- 
structions regarding safety and protective 
measures and intent to use appropriate safety 
devices 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 



t Numbers following outcomes refer lo interventions. 



sensory or perceptual alteration (olfactory) 



137 



Definition 

Change in the perception of smelt 

Assessment 

•Alterations in olfactory sense and related 
symptoms, including nosebleeds, foul taste in 
mouth, sneezing, postnasal drip, dry or sore 
mouth or throat, loss of sense of taste or ap- 
petite, excessive tearing, facial pain, eye pain 
•Nutritional status, including weight, usual di- 
etary intake, nausea 

• Medication history, including use of phenothi- 
azines, estrogen, metronidazole, antineoplas- 
tics, or prolonged use of nasal decongestants 
or topical anesthetics 

• History of intranasal drug abuse, such as co- 
caine or amphetamines 

•Respiratory status, including nasal drainage, 
sputum characteristics, history of colds, hay 
fever, or polyps 

•Health status, including presence of any 
condition that causes irritation and swelling of 



the nasal mucosa and obstruction of the olfac- 
tory area (such as nasal disease or allergies) 
or any condition that may cause a lesion in 
the olfactory nerve pathway (such as head 
trauma) 

•Smoking history 

•Inhalation of irritants, such as chlorine fumes 
• Physical exam, including inspection and pal- 
pation of nasal structures, contour and color 
of nasal mucosa, size and color of turbinates, 
presence of polyps, source and character of 
nasal discharge, olfactory nerve (cranial 
nerve I) function 

•Home environment, including presence of 
gas or propane heating systems, smoke de- 
tectors, chemical substances 

Defining characteristics 

•Altered sense of smell 

a. Diminished sense of smell (hyposmia) 

b. Absent sense of smell (anosmia) 



•Diminished sense of taste and loss of appe- 
tite 

•Weight changes 

Associated medical diagnoses [selected) 

Anterior cerebral artery occlusion, brain stem 
lesions, diabetes mellitus, head trauma, lead 
poisoning, lethal midline granuloma, nasal or 
sinus neoplasms, nasal polyps, nasopharyngi- 
tis, olfactory meningioma, pernicious anemia, 
rhinitis, septal fracture, septal hematoma, si- 
nusitis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• If appropriate, patient states that decreased 
olfactory perception is temporary. (4) 

• If appropriate, patient reports improvements 
in olfactory perception. (1,4) 

•Patient maintains weight. (2,3) 

• Patient describes how to identify noxious 
odors and maintain a safe home environ- 
ment. (6) 

Interventions and rationales 

1. Assess patient's ability to smell and docu- 
ment findings to establish a baseline. 

2. Prepare foods that the patient likes and 
serve them in an attractive manner to stimu- 
late the patient's appetite. Use a variety of dif- 
ferent colored foods with each meal to appeal 
to the patient's visual sense. 

3. Weigh patient weekly to detect weight loss 
and monitor lor possible malnutrition. 

4. If altered olfactory perception results from 
nasal congestion, take the following steps: 

a. Reassure patient that condition is tempo- 
rary and sense of smell should return to 
diminish anxiety. Reassure patient with 
nasal packing that sense of smell will re- 



turn after packing is removed and swell- 
ing decreases 

b. Administer prescribed medications, such 
as antihistamines and nose drops or 
sprays, to relieve nasal congestion. 

c. Monitor laboratory values and vital signs 
to detect signs of infection. 

d. Record nasal drainage characteristics, 
including amount, color, consistency, and 
odor to assess for changes in olfactory 
condition. 

e. Ensure adequate hydration and provide 
for humidification in patient's room to pre- 
vent drying of mucous membranes. 

5. If altered olfactory perception doesn't result 
from simple nasal congestion, prepare the pa- 
tient for diagnostic tests, such as sinus transil- 
lumination, skull X-ray, or computed 
tomography scan, as ordered, to guide further 
treatment. * 

6. Provide home care instructions as neces- 
sary. Teach patient to: 

a. contact utility company to implement 
measures for protecting against possible 
gas leaks. 



b. place smoke detectors throughout home 
to signal danger of fire. 

c. discard food according to dates on pack- 
ages rather than relying on sense of 
smell to avoid eating spoiled food. 

Documentation 

• Evidence of changes in patient's olfactory 
perception 

• Nursing interventions performed and pa- 
tient's response 

• Patient's dietary preferences 

• Patient's weight 

• Instructions for home care and patient's or 
caregiver's response 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Sensory or perceptual alteration (specify) 

related to sensory deprivation 




Definition 



Change in the characteristics of incoming 
stimuli 



Assessment 



•Nature of medical diagnosis 



• Neurologic status, including cognition (insight 
or judgment; memory, recent and remote); 
level of consciousness; orientation; sensory 
function 

• Diagnostic tests, including electroencephalo- 
gram, computed tomography scan 

• Communication status, including adaptive re- 
sponses (gestures, lipreading, signing), level 
of comprehension and expression, speech 
pattern 

• Environmental status, including equipment 
and supplies, lighting, location of patient's per- 
sonal belongings, noise, privacy, space 

• Psychosocial status, including alcohol and 
drug use, behavior and personality, coping 



mechanisms, history of depression, support 
systems 

Defining characteristics 

•Altered abstraction 
•Altered conceptualization 
•Apathy 

•Change in behavior pattern 
•Change in problem-solving abilities 
•Disoriented to time, place, or person 

• Isolation 

• Reported or measured change in sensory 
acuity 



Associated medical diagnoses ;s«ck 

This diagnosis is often seen in elderly patients 
who are hospitalized or institutionalized, and 
in patients who are on isolation precautions. It 
may also occur in the following conditions: bi- 
polar disease (depression phase), blindness, 
cerebrovascular accident, deafness, depres- 
sion, head injury, hemianopsia, organic brain 
syndrome, primary or secondary dementia 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient uses adaptive equipment (glasses, 
hearing aid) as needed. (1) 
•Patient remains oriented to time, person, and 
place. (2) 

• Patient remains safe in environment. (3) 

• Patient responds to environmental stimuli. 
(3,4,5,6) 

• Patient or significant other communicates an 
understanding of sensory stimulation exer- 
cises. (5,6,7,8) 

• Patient or significant other takes active role 
in preventing sensory deprivation and isola- 
tion. (7,8) 

Interventions and rationales 

1 . Assist or encourage patient to use glasses, 
hearing aid, or other adaptive devices, to help 
reduce sensory deprivation. 

2. Reorient patient to reality: 

a. Call patient by name, 

b. Tell patient your name. 

c. Give background information (time, place, 
date) frequently throughout the day. 

d. Orient to environment, including sights 
and sounds. 



e. Use large signs as visual cues. 

f. Post patient's own photo on the door if 
patient is ambulatory and disoriented. 

g. Provide for visual contrast in environ- 
ment. These measures help reduce pa- 
tient's sensory deprivation. 

3. Arrange environment to offset deficit: 

a. Place patient in room with maximal visu- 
alization of environment. 

b. Encourage family to bring in personal ar- 
ticles, such as books, cards, and photos. 

c. Keep articles in same place to promote 
sense of identity. 

d. Use such safety precautions as a night 
light when needed. These measures re- 
duce sensory deprivation. 

4. Communicate patient's response level to 
family or significant other and staff; record on 
care plan and update as needed. Sensory de- 
privation level can be evaluated by response 
to stimuli. 

5. Talk to patient while providing care; encour- 
age family or significant other to discuss past 
and present events with patient. Arrange to be 
with patient at predetermined times during the 
day to avoid isolation. Verbal stimuli can im- 



prove patient's reality orientatbn. 

6. Turn on TV and radio for short periods of 
time based on patient's interests to help orient 
patient to reality. 

7. Hold patient's hand when talking. Discuss 
interests with patient and family or significant 
other. Obtain needed items, such as talking 
books. Sensory stimuli help reduce patient's 
sensory deprivation. 

8. Assist patient and family or significant other 
in planning short trips outside hospital envi- 
ronment. Educate about mobility, toileting, 
feeding, suctioning, etc. Trips help reduce pa- 
tient's sensory deprivation. * 

Documentation 

•Patient's or significant other's expression of 
concern about sensory deprivation 
•Observations of patient's orientation, re- 
sponse to environmental stimuli, and safety 

• Patient's or significant other's response to 
nursing interventions 

• Instructions and demonstration of skill in pro- 
viding sensory stimuli 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Sensory or perceptual alteration (specify) 

related to sensory overload 




Definition 



Change in the characteristics of incoming 
stimuli 



Assessment 



• History of major trauma or surgery, seizures, 
alcoholism, psychiatric disorder 

• Mobility status 

•Neurologic status, including cognition (mem- 
ory, recent and remote; insight or judgment), 
level of consciousness, orientation, sensory 
function 

•Sleep-wake status 

•Communication status, including adaptive re- 
sponses (gestures, lip-reading, signing), level 
of comprehension and expression, speech 
pattern 

• Environmental status, including equipment 
and supplies, lighting, location of patient's per- 
sonal belongings, noise, privacy, space 

• Psychosocial status, including alcohol and 
drug use, behavior and personality, coping 



mechanisms, history of depression, support 
systems 

Defining characteristics 



•Altered abstraction 
•Altered conceptualization 
•Anxiety 

• Bizarre thinking 
•Change in behavior pattern 
•Change in problem-solving abilities 
•Clinical evidence of factors causing sensory 
overload 

• Disoriented to time, place, or person 

• Exaggerated emotional responses 

• Hallucinations 
•Irritability 

• Restlessness 

•Visual and auditory distortion 
•Withdrawal 



Associated medical diagnoses [selected) 

Alcohol withdrawal syndrome, anxiety, bipolar 
disease (manic phase), major trauma or sur- 
gery requiring hospitalization in an intensive 
care unit, metabolic alkalosis 



Turn card over to lind EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient remains oriented to time, person, and 
place. (1,3,4) 

•Patient voices decreased anxiety and/or irri- 
tability. (2,3,4,5,6) 

•Patient communicates in a lucid manner. 
(2,3,4) 

• Patient recognizes when sensory stimuli are 
excessive. (7,8,11) 

•Patient reestablishes usual sleep-wake 
cycle. (7,10) 

•Patient states measures to reduce sensory 
overload. (8,9,11) 

• Patient demonstrates positive coping behav- 
ior when sensory overload situation arises. 
(8,9,11) 

Interventions and rationales 

1. Reorient patient to reality: 

a. Call patient by name. 

b. Tell patient your name. 

c. Give background information (time, place, 
date) frequently. 

d. Orient to environment, including sights, 
sounds, and smells. These measures will 
reduce susceptibility to sensory overload. 



2. Provide a nonthreatening environment; re- 
duce excessive noise and lights; keep environ- 
ment uncluttered, to reduce sensory overload. 

3. Accept patient's perception of stimuli. Do 
not challenge hallucinations or delusions; do 
not ridicule or tease. Challenging patient's per- 
ceptions does not reduce sensory overload. 

4. Help patient interpret environment (for ex- 
ample, "This is the hospital," "I am a nurse," 
"You are hearing the food cart go down the 
hall"). This helps reduce anxiety. 

5. Simulate "normal" environment: keep lights 
off (or dim) at night; let in light during day; pro- 
vide clock and calendar; place family photos 
at bedside. This reduces sensory overload. 

6. Explain procedures, tests, special equip- 
ment, and unusual sounds (such as alarms). 
Prepare patient for procedures in advance. In- 
creased knowledge reduces sensory overload. 

7. Cluster procedures and treatments. Avoid 
disturbing unnecessarily. Always approach in a 
calm, gentle manner to avoid startling patient. 
Approaching patient in a compassionate man- 
ner helps reduce sensory overload. 

8. Help patient use coping strategies when 
sensory overload occurs, such as talking to 



someone. This provides a sense of control. 

9. Teach patient how to limit sensory overload; 
for example, turning off TV, removing self from 
stimulating environment. Knowledgeable pa- 
tient is better able to reduce sensory overload. 

10. Encourage regular sleep pattern and rou- 
tines, possibly including milk or warm bath be- 
fore bedtime. Sufficient rest improves 
tolerance to stimuli. 

11. Encourage family or significant other to 
visit frequently; provide reassurance and ex- 
planations to aid understanding of patient's 
condition. Orientation to reality through family 
visits helps to promote relaxation. 

Documentation 

• Patient's and family's or significant other's 
expression of concern about sensory overload 
•Observations of orientation, response to en- 
vironment, anxiety level, and sleep pattern 

• Patient's or significant other's response to 
nursing interventions 

•Instructions and demonstration of skill in 
managing sensory overload 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Sensory or perceptual alteration (tactile) 




Definition 



Change in the perception of touch 



Assessment 



•Vital signs 

• Evidence of impaired tactile perception, in- 
cluding complaints of tingling, pain, numbness; 
response to sharp and dull stimulus; signs of 
bruises, cuts, scrapes, or other injury 

• Neurologic status, including level of con- 
sciousness, cranial nerve function, muscle 
strength, deep tendon reflexes, and light 
touch, pain temperature, vibration, and posi- 
tion sensation 

• Skin color and temperature 

• History of chemotherapy treatment 
•History of alcohol abuse 

• Medication history, including use of clomipra- 
mine, ceftizoxime sodium, amiodarone hydro- 
chloride, dichlorphenamide, guanadrel sulfate, 
anistreplase, interferon alfa-2b, zidovudine 



Defining characteristics 



• Altered sense of touch 

a. Abnormal sensation, such as numbness, 
prickling, or tingling (paresthesia) 

b. Decreased sensitivity to stimulation (hy- 
poesthesia) 

c. Diminished sensitivity to pain (hypalgesia) 

d. Impaired sense of touch (dysesthesia) 



Associated medical diagnoses 

Alcoholism, arterial occlusion (acute), arterio- 
sclerosis obliterans, arthritis, brain tumor, 
Buerger's disease, cerebrovascular accident, 
chemotherapy, diabetes mellitus, Guillain- 
Barre syndrome, head injury, heavy metal or 
solvent poisoning, herniated disk, herpes zos- 
ter, hyperventilation syndrome, hypocalcemia, 
migraine headache, multiple sclerosis, periph- 
eral nerve trauma, peripheral neuropathy, 
polyneuropathy, rabies, Raynaud's disease, 
seizure disorders, spinal cord lesions, tabes 
dorsalis, transient ischemic atiack, vitamin B 
deficiency 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Patient expresses feelings regarding 
changes in tactile perception. (1) 

• Patient does not experience falls or injury. 
(2,4,5) 

• Patient does not experience skin break- 
down. (3) 

• Patient describes safety measures he will 
implement to avoid injury. (5) 

• Family members or caregiver describe pro- 
gram to provide patient with increased tactile 
stimulation. (6) 

Interventions and rationales 

1. Allow patient to express feelings associated 
with altered tactile perception. Be willing to lis- 
ten, but do not pressure patient to talk. Provid- 
ing a chance to talk will help patient cope with 
sensory deficits. 

2. Teach patient to regularly observe how 
hands and feet are placed to avoid injury. 

3. Inspect skin daily, especially on the pa- 
tient's feet to detect signs olskin breakdown. 

4. Use padded side rails or lapboard on 
wheelchair, if appropriate. Make any other en- 
vironmental modifications as needed to pro- 



mote sale tactile experiences and prevent 
accidental injury. 

5, Teach the patient safety measures, such as 
testing bathwater with a thermometer or 
smoking cigarettes carefully to prevent injury. 

6. Teach family members or caregiver to touch 
patient in areas with preserved sensation, us- 
ing a variety of textures to promote sensory 
input. For example, suggest family members 
provide a satin pillowcase, wrap soft scarf 
around patient's neck, or give gentle massage 
with scented lotion. 

Documentation 

•Evidence of diminished tactile sensation 
•Patient's expression of feelings about dimin- 
ished tactile perception 
•Instructions regarding safety and protective 
measures 

• Patient's response to nursing interventions 
•Evaluations for each expected outcome. 



Care plan notes 



t Numbers following outcomes refer to interventions. 



Sensory or perceptual alteration (visual) 

related to altered sensory 
reception, transmission, or integration 




Definition 



Change in the characteristics of visual stimuli 



Assessment 



• History of eye disorders, trauma, surgery 
•Age 

• Visual status, including corneal reflex, extra- 
ocular movement, fields of gaze, inspection of 
lid and eyeball, ophthalmoscopy, palpation of 
lid and eyeball, pupil size and accommodation, 
tonometry, use of glasses, visual acuity (near 
and distant), visual fields 

• Environmental and occupational factors 
•Activities of daily living 

•Behavioral assessment, including coping 
mechanisms, support system, willingness to 
cooperate with treatment 



Defining characteristics 



•Altered conceptualization 

•Anger 

•Anxiety 

•Apathy or passivity 

• Change in behavioral pattern 
•Change in problem-solving abilities 
•Change in response to visual stimuli 
•Clinical evidence of impaired (decreased) vi- 
sual ability 

• Depression 

•Disoriented to time, place, person 
•Reported or measured change in visual 
acuity 

• Restlessness 
•Visual distortions 



Associated medical diagnoses (selected) 

Albinism, blindness (uncompensated), cata- 
racts, cerebrovascular accident; conditions re- 
quiring enucleation; detached retina, diabetes 
mellitus, farsightedness, glaucoma, head in- 
jury, hemianopsia, macular degeneration, mul- 
tiple sclerosis, nearsightedness, optic nerve 



Turn card over lo find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient discusses impact of visual loss on 
life-style. (1) 

• Patient expresses a feeling of safety, com- 
fort, and security. (2,3,4,5,6,9,10,11,12) 

• Patient maintains orientation to person, 
place, and time. (7,8,9,10) 

•Patient shows interest in external environ- 
ment. (7,8) 

•Patient regains visual functioning. (13,14) 

• Patient compensates for visual loss by use 
of adaptive devices. (7,15) 

•Patient plans to use appropriate resources. 
(16) 

Interventions and rationales 

1. Allow the patient to express feelings about 
visual loss, such as its impact on life-style. 
Convey a willingness to listen, but do not 
pressure patient to talk. Allowing patient to 
voice fears aids acceptance of visual loss. 

2. Provide a safe environment by removing ex- 
cess furniture or equipment from patient's 
room. Orient patient to the room. Show patient 
how to use call light. Orienting patient to sur- 
roundings reduces safety risk. 



3. If blindness is present on admission, allow 
patient to direct arrangement of room; walk 
with patient to bathroom and other key areas 
until he or she becomes familiar with the envi- 
ronment. If patient has a seeing-eye dog, 
make arrangements for the feeding, exercis- 
ing, and elimination needs of the dog. Main- 
taining patient's optimal level of independence 
fosters sense of control. 

4. Modify the environment to maximize any vi- 
sion the patient may have. For example, with 
hemianopsia, place patient in room to maxi- 
mize visual field, approach patient from best 
visual angle, remind patient to scan environ- 
ment to pick up visual cues, and place objects 
within visual field. Modifying environment 
helps patient meet self-care needs. 

5. If patient has diplopia, patch one eye to 
ameliorate double vision. 

6. Always introduce yourself or announce your 
presence on entering the patient's room; let 
patient know when you are leaving to aid real- 
ity orientation and convey respect. 

7. Provide sensory stimulation by using tactile, 
auditory, and gustatory stimuli to help com- 
pensate for visual loss. Obtain large-print 



books, talking books, audiotapes, or radio, as 
preferred by patient. Nonvisual sensory stimu- 
lation helps patient adjust to visual loss. 

8. Provide reality orientation if patient is con- 
fused or disoriented to allow for more effective 
patient-staff interaction. 

9. Give patient clear, concise explanations of 
treatments, procedures, etc. Avoid information 
overload. When speaking to patient, enunciate 
words clearly, slowly, and in normal speaking 
voice. A knowledgeable patient will be better 
able to participate in treatment plan. 

10. Encourage family and friends to visit pa- 
tient and to bring familiar objects that can be 
left with the patient. Presence of familiar ob- 
jects aids reality orientation. 

11. Make sure that health-care personnel are 
aware of vision loss. Record information on 
patient's Kardex and chart cover or post in pa- 
tient's room. Nursing care is improved if staff 
is aware of patient's visual loss. 

12. Respond to call light as soon as possible. 
Provide for continuity by assigning same staff 
members to care for patient, if possible. 
These measures help reduce patients fears. 

(continued) 



t Numbers following oulcomes refer lo interventions 



Sensory or perceptual alteration (visual) 

related to altered sensory 
reception, transmission, or integration 




Interventions and rationales (continued) 

13. If patient has had eye surgery, provide ap- 
propriate care, as indicated. Be aware of and 
limit activities that increase intraocular pres- 
sure, such as bending, stooping, getting on 
and off bedpan, coughing, vomiting. Avoiding 
postoperative activities that increase intraocu- 
lar pressure helps reduce complications. 

14. Administer and monitor effectiveness of 
medications. Report any adverse effects. 
Medications help reduce pain and may control 
disease process. J 

15. Educate patient in alternative ways of cop- 
ing with vision loss; care of such adaptive de- 
vices as eyeglasses, magnifying glass, contact 
lenses, and artificial eye; administration of eye 
drops and eye drop information, including 
name, dosage, therapeutic effects, and ad- 
verse effects. Knowledgeable patient will be 
better able to cope with visual loss. 

16. Refer to appropriate community resources 
to help patient and family adapt to vision loss; 



for example, American Foundation for the 
Blind or other community agencies or support 
groups. Post-discharge support will help pa- 
tient and family cope better with patient's vi- 
sual loss. 

Documentation 

• Patient's feelings about visual deficits 

• Observations of patient's behavior, response 
to visual deficits, and use of adaptive equip- 
ment or devices 

• Instructions regarding safety and protective 
measures, coping strategies, postoperative 
management 

• Patient's and family's or significant other's in- 
tent to use appropriate resources 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 



t Indicates doctor-ordered instruction. 
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Care plan notes 



Sexual dysfunction I 

related to altered body structure or function 1 42 



Definition 



Presence of physical or emotional factors that 
alter one's usual pattern of sexual function 



Defining characteristics 



Assessment 



• History of problem that caused a change in 
structure or function 

• Patient's perception of the change's effect 

• Marital status, significant other 

• Living arrangement 

• Usual sexual patterns 

• Sexual problems before present health 
problem 

• Patient's attitude toward modifying sexual 
patterns 

• Patient's present knowledge about appropri- 
ate options available 



• Actual or perceived limitation imposed by 
disease or therapy 

• Alteration in relationship with spouse or sig- 
nificant other 

• Alterations in achieving sexual satisfaction 

• Change of interest in self and others 

• Conflicts involving values 

• Inability to achieve desired satisfaction 

• Seeking confirmation of desirability 

• Verbalization of the problem 



Associated medical diagnoses . 

Chronic renal failure with hemodialysis; condi- 
tions requiring colostomy, coronary artery by- 
pass, ileostomy, pelvic surgery, radiation 
therapy, radical abdominal surgery, or uretero- 
ileostomy; diabetes mellitus; drug therapy, 
such as antihypertensives, diuretics; endome- 
triosis; genitourinary problems; myocardial in- 
farction; pelvic inflammatory disease; 
rheumatoid arthritis; spinal cord injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient acknowledges a problem or potential 
problem in sexual function. (1) 

• Patient voices feelings about changes in 
sexual identity. (2) 

• Patient explains reason for sexual dysfunc- 
tion. (3,7) 

•Patient expresses willingness to obtain coun- 
seling. (4,5,6,8) 

• Patient reestablishes sexual activity at pre- 
illness level. (7,8) 

Interventions and rationales 

1. Provide a nonthreatening atmosphere and 
encourage the patient to ask questions about 
personal sexuality. This encourages patient to 
ask questions specifically related to current 
situation. 

2. Allow patient to express feelings openly in 
nonjudgmental atmosphere. This enhances 
communication and understanding between 
patient and caregiver. 

3. Provide answers to specific questions. This 
helps patient locus on specific issues, clarifies 
misconceptions, and builds trust in the care- 
giver. 



4. Provide time for privacy. This demonstrates 
respect for patient, allows time for introspec- 
tion, and gives patient control over time spent 
interacting with others. 

5. Suggest that patient discuss concerns with 
spouse or significant other. This fosters shar- 
ing of concerns and strengthens relationships. 

6. Provide support for spouse or significant 
other. Supportive interventions such as active 
listening communicate concern, interest, and 
acceptance. 

7. Educate patient and spouse or significant 
other about limitations imposed by the pa- 
tient's present physical condition. Education 
about limitations imposed on sexual activity by 
illness helps patient avoid complications or in- 
jury. 

8. Suggest referral to a sex counselor or other 
appropriate professional for future guidance, 
to provide patient with a resource for post-dis- 
charge support. 

Documentation 

• Patients perception of problem 

• Subtle comments made by patient regarding 



inability to cope with change in structure or 
function 

• Observations of patient's behavior 

• Interventions performed to assist the patient 
and spouse or significant other; response to 
interventions 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer lo interventions. 



Sexuality pattern alteration 

related to illness or medical treatment 




Definition 



State in which an individual expresses con- 
cern about personal sexuality 



Assessment 



• History of present illness 

•Current treatment regimen (medications, 
therapies) 

• Marital status, significant other 

• Patient's perception of sexual identity and 
role 

• Usual sexual activity pattern 

• Patient's perception of changes in sexual ac- 
tivity resulting from illness or treatment 

• Significance of sexual relationship to patient 
and spouse or significant other 

• Emotional reactions (affect, mood) 

• Behavioral reactions (specify) 



Defining characteristics 



• Reported difficulties, limitations, or changes 
in sexual activity 

• Emotional and behavioral reactions, includ- 
ing anger, constricted affect, depressed mood, 
noncompliance with prescribed therapies, 
withdrawal from social interactions 



Associated medical diagnoses (selected) 

Acquired immunodeficiency syndrome, ampu- 
tation, carcinoma, coronary disease, diabetes 
mellitus, end-stage renal disease with hemodi- 
alysis, genitourinary problems, gynecologic 
problems, hypertension treated with antihyper- 
tensives, mastectomy, ostomy (colostomy, il- 
eoconduit, ileostomy), sexually transmitted 
diseases (herpes, gonorrhea, syphilis), spinal 
cord injury with paralysis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voices feelings about potential or ac- 
tual changes in sexual activity. (1,2,4,5) 

• Patient expresses concern about self-con- 
cept, esteem, body image. (1,2,4,5) 

• Patient states at least one effect of illness or 
treatment on sexual behavior. (3) 

• Patient and spouse or significant other re- 
sume effective communication patterns. (5) 

• Patient and spouse or significant other use 
available counseling referrals or support 
groups. (6) 

Interventions and rationales 

1. Allow for specific amount of uninterrupted 
time to talk with patient. This demonstrates 
nurse's comfort with sexuality issues and re- 
assures patient that his or her concerns are 
acceptable lor discussion. 

2, Provide a nonthreatening, nonjudgmental 
atmosphere to encourage the patient to ver- 
balize feelings about perceived changes in 
sexual identity and behaviors. This demon- 
strates unconditional positive regard lor pa- 
tient and patient's concerns about sexuality 
patterns. 



3. Provide patient and spouse or significant 
other with information about illness and treat- 
ment. Answer any questions and clarify any 
misconceptions they may have. This helps 
them focus on specific concerns, encourages 
questions, and avoids misunderstandings. 

4. Provide time for privacy. This demonstrates 
respect for patient, allows time for introspec- 
tion, and gives patient control over time spent 
interacting with others. 

5. Encourage social interaction and communi- 
cation between patient and spouse or signifi- 
cant other. This fosters sharing of concerns 
and strengthens relationships. 

6. Offer referral to counselors or support per- 
sons, such as mental health professional, sex 
counselor, or illness-related support groups ("I 
Can Cope," Reach for Recovery, Ostomy As- 
sociation, etc.), to provide patient with re- 
sources for post-discharge support. 

Documentation 

• Patient's perception of changes in sexual 
patterns 

• Patient's ability to interact with others 

• Interventions to support and educate patient 



and spouse or significant other 

• Response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following oulcomes refer lo interventions. 



Sexuality pattern alteration 

related to separation from significant other 




Definition 



Stale in which an individual expresses con- 
cern regarding personal sexuality 



Assessment 



• Reason for hospitalization 

• Current and anticipated length of stay 

• Marital status, significant other 

• Living arrangement 

• Patient's perception of sexual identity and 
role 

• Usual sexual activity pattern 

• Patient's perception of limitation on sexual 
activity resulting from hospitalization 

• Significance of sexual relationship to patient 
and spouse or significant other 

• Emotional reactions (affect, mood) 

• Behavioral reactions (specify) 



Defining characteristics 



• Verbal report of limitations on usual sexual 
behavior or activity 

• Behavioral and emotional responses, includ- 
ing constricted affect, depressed mood, inap- 
propriate sexual comments or behavior, 
withdrawal from social interaction 



Associated medical diagnoses (selected) 

This nursing diagnosis can occur in any hospi- 
talized patient separated from spouse or signif- 
icant other for a prolonged period. Examples 
include patients with infectious diseases, neu- 
rologic illnesses, orthopedic injuries, postoper- 
ative complications, terminal illnesses 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient voices feelings about changes in 
usual sexual activity. (1,2) 

• Patient alters inappropriate behaviors, if indi- 
cated. (1,3,5) 

• Patient and spouse or significant other dis- 
cuss possible realistic alternatives for intimacy 
within hospital setting. (2,4,5) 

• Patient and spouse or significant other use 
available counseling referrals. (6) 

Interventions and rationales 

1. Allow for a specific amount of uninterrupted, 
non-care-related time to talk with patient. This 
demonstrates nurse's comfort with sexuality 
issues and reassures patient that his or her 
concerns are acceptable for discussion. 

2. Display an accepting, nonjudgmental man- 
ner to encourage patient to discuss concerns 
about sexuality. Approach spouse or signifi- 
cant other in the same manner and include in 
discussions with patient, if agreeable to both. 
A nonjudgmental approach demonstrates un- 
conditional positive regard for both the patient 
and spouse or significant other. 

3. Include patient in plan for setting limits on 



inappropriate behavior, if indicated by behav- 
ioral assessment. 

a. Explain aspects of patient's behavior that 
are inappropriate. 

b. Share proposed care plan with patient, 
including approaches for reducing bother- 
some behavior, expectations, and goals. 

c. Request patient's cooperation, but be 
willing to compromise if acceptable alter- 
natives are presented. In limit-setting, pa- 
tients work with nurse in planning to 
reduce undesirable behavior. 

4. Discuss with patient and spouse or signifi- 
cant other realistic, acceptable alternatives for 
intimacy. This encourages open communica- 
tion between them as sexual partners. Explain 
limitations related to illness and hospital envi- 
ronment, to establish a standard for realistic 
and acceptable behavior. 

5. Provide time for privacy. This allows patient 
and spouse or significant other to discuss 
feelings regarding sexuality and to engage in 
alternatives for intimacy while patient is hospi- 
talized. 

6. Offer referral for counseling, such as a 
mental health professional or a sex counselor, 



if indicated. Referrals provide opportunities for 
additional ongoing therapy during hospitaliza- 
tion and after discharge. 

Documentation 

• Patient's verbal and nonverbal behaviors 

• Patient's and spouse's or significant other's 
perception of current situation 

• Specific nursing interventions to reduce 
emotional and behavioral reactions, such as 
active listening, limit setting, counseling refer- 
rals, etc. 

• Patient's and spouse's or significant other's 
response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes relet to interventions. 



Skin integrity impairment 

related to external (environmental) factors 




Definition 



Interruption in skin integrity 
Assessment 



• History of skin problems, trauma, surgery, 
immobility 

•Age 

• Integumentary status, including color, elas- 
ticity, hygiene, lesions, moisture, quantity and 
distribution of hair, sensation, temperature and 
blood pressure, texture, turgor 
•Musculoskeletal status, including anesthetic 
area, joint mobility, muscle strength and mass, 
paralysis, range of motion 

• Nutritional status, including appetite, dietary 
intake, hydration, present weight and change 
from normal 

• Hemoglobin and hematocrit 
•Serum albumin 

• Psychosocial status, including coping skills, 
family or significant other, mental status, self- 
concept and body image 



•Occupational hazards 

• Knowledge: patient's current understanding 
of physical condition 

• Patient's physical, mental, and emotional 
readiness to learn 

Defining characteristics 

• Clinical evidence of external factors ad- 
versely affecting skin integrity (chemical 
agents, cold, heat, pressure) 

• Destruction of skin layers 

• Disruption of skin surface 

• Invasion of body structures 



Associated medical diagnoses (selected) 

Burns (chemical, thermal, electrical), extrava- 
sation from vesicants (chemotherapy, antibiotic 
therapy), fractures (traction, casts), hyperther- 
mia, hypothermia, pressure ulcers, radiation 
therapy, surgical incision or wounds, traumatic 
injuries 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient exhibits no evidence of skin break- 
down. (1,2,3,4,5,6,7,8) 

• Patient shows normal skin turgor. (1,2,3,4) 

• Patient regains skin integrity; for example, 
pressure ulcer decreases in size (specify). 
(2,3,7,8) 

• Surgical wound healed. (2,7,8) 

• Patient communicates understanding of skin 
protection measures. (7,8) 

• Patient demonstrates skill in care of wound 
or burn or incision. (7,8) 

• Patient demonstrates skin inspection tech- 
nique. (7) 

• Patient performs skin care routine. (7,8) 

• Patient communicates feelings about change 
in body image. (6,9) 

Interventions and rationales 

1. Inspect skin every shift; describe and docu- 
ment skin condition; report changes. This pro- 
vides evidence of effectiveness olskin care 
regimen. 

2. Perform prescribed treatment regimen for 
skin condition involved; monitor progress. Re- 
port responses to treatment regimen, to main- 



tain or modify current therapy. * 

3. Provide supportive measures, as indicated. 

a. Assist with general hygiene and comfort 
measures, to promote comfort and sense 
of well-being. 

b. Administer pain medication and monitor 
its effectiveness. Pain relief is needed to 
maintain health. * 

c. Maintain proper environmental conditions, 
to promote sense of well-being. 

d. Use foam mattress, bed cradle, or other 
devices, to avoid skin breakdown. 

e. Warn against tampering with wound or 
dressings, to avoid potential infection. 

f. Maintain infection control standards, to 
reduce risk of spreading disease. 

4. Position patient for comfort and minimal 
pressure on bony prominences. Change posi- 
tion at least every 2 hours. Monitor frequency 
of turning and skin condition. These measures 
reduce pressure, promote circulation, and 
avoid skin breakdown. 

5. Explain therapy to patient and family or sig- 
nificant other, to encourage compliance. 

6. Allow patient to express feelings regarding 
skin problem. This helps allay anxiety and de- 



velops coping skills. 

7. Instruct patient and family or significant 
other in skin care regimen, to encourage com- 
pliance. 

8. Supervise patient and family or significant 
other in skin care management. Provide feed- 
back, to improve skill in managing skin care. 

9. Make referral to psychiatric liaison nurse, 
social service, or other support groups, as in- 
dicated. These provide additional support for 
patient and family. 

Documentation 

• Patient's concerns about change in skin in- 
tegrity, willingness to accept treatment, and 
participation in treatment regimen 

• Observations of wound and incision healing 
and response to treatment regimen 

• Interventions to provide supportive care and 
prescribed treatment 

• Patient's response to nursing interventions 

• Patient's and family's or significant other's 
understanding and skill in performing skin care 
measures 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer fo interventions. 



t Indicates doctor-ordered instruction. 



Skin integrity impairment 

related to internal (somatic) factors 



146 



Definition 



Interruption in skin integrity 
Assessment 



• History ol skin problems, trauma, chronic de- 
bilitating disease, immobility 

•Age 

•Integumentary status, including color, elas- 
ticity, hygiene, lesions, moisture, quantity and 
distribution ol hair, sensation, temperature and 
blood pressure, texture, turgor 
•Musculoskeletal status, including anesthetic 
area, joint mobility, muscle strength and mass, 
paralysis, range of motion 
•Nutritional status, including appetite, dietary 
intake, hydration, present weight or change 
from normal 

• Hemoglobin and hematocrit 
•Serum albumin 

• Psychosocial status, including coping pat- 
terns, family or significant other, mental sta- 
tus, occupation, self-concept and body image 



• Knowledge, including patient's current under- 
standing of physical condition; patient's physi- 
cal, mental, and emotional readiness to learn 

Defining characteristics 

• Clinical evidence of internal factors ad- 
versely affecting skin integrity 

• Destruction of skin layers 

• Disruption of skin surfaces 

• Invasion of body structures 



Associated medical diagnoses (selected 

Anasarca, anemia, chronic renal disease, der- 
matologic conditions (allergic or atopic derma- 
titis, drug-induced dermatitis), diabetes 
mellitus, Laennec's cirrhosis, malnutrition, 
neuromuscular disorders, peripheral vascular 
disorders (venous and arterial ulcers), terminal 
cancer 



Turn card over lo find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient exhibits improved or healed lesions, 
wounds. (1,2,3,7,8,9) 

• Patient states increased comfort. (2,3) 
•Complications avoided or minimized. (1,2,3) 

• Patient correlates precipitating factors with 
appropriate skin care regimen. (5,6,9) 

• Patient explains skin care regimen. (5,6,7) 

• Patient and family or significant other dem- 
onstrates skin care regimen. (8) 

• Patient voices feelings about changed body 
image. (4,10) 

Interventions and rationales 

1. Inspect skin every shift; describe and docu- 
ment skin condition; report changes. This pro- 
vides evidence of effectiveness of skin care 
regimen. 

2. Perform prescribed treatment regimen for 
skin condition involved; monitor progress. Re- 
port favorable and adverse responses to treat- 
ment regimen, to maintain or modify current 
therapies as needed, * 

3. Provide supportive measures, as indicated: 
a. Assist with general hygiene and comfort 

measures, to promote comfort and gen- 



eral sense of well-being. 

b. Administer pain medications and monitor 
effectiveness. Pain relief is needed to 
maintain health, t 

c. Maintain proper environmental conditions, 
including room temperature and ventila- 
tion. Providing comfortable environment 
promotes sense of well-being. 

d. Apply bed cradle to protect lesions from 
bed covers. 

e. Remind patient not to scratch, to avoid 
skin injury. 

f. Administer and monitor effectiveness of 
antipruritic medications. Antipruritics re- 
duce itching sensation. * 

g. Explain dietary restrictions, for example, 
from skin allergy to food. Resulting pruri- 
tus leads to skin breakdown. 

4. Encourage patient to express feelings about 
skin condition to enhance coping. 

5. Explain therapy to patient and family, to en- 
courage compliance. 

6. Discuss precipitating factors, if known, and 
the long-term effects of skin integrity interrup- 
tion. Knowledge of precipitating factors helps 
patients reduce their occurrence and severity. 



7. Instruct patient and family in skin care regi- 
men, to ensure compliance. 

8. Supervise patient and family in skin care 
regimen. Provide feedback. Practice helps im- 
prove skill in managing skin care regimen. 

9. Encourage adherence to other aspects of 
health-care management to control or mini- 
mize effects on skin. 

10. Refer patient to psychiatric liaison nurse, 
social service, or support group, as appropri- 
ate. These provide additional support for pa- 
tient and family. 

Documentation 

• Patient's concerns about skin disorder and 
its impact on body image and life-style 

• Patient's willingness to participate in care 

• Observations of skin condition, healing, and 
response to treatment regimen 

• Interventions to provide supportive care 

• Instructions regarding treatment regimen 

• Patient's or family's understanding of and 
skill in carrying out instructions 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Skin integrity impairment, high risk for 



147a 



Definition 



Presence of risk factors for interruption or 
destruction of skin surface 



Assessment 



• History of skin problems, trauma, chronic de- 
bilitating disease, immobility 

•Age 

•Integumentary status, including color, elas- 
ticity, hygiene, lesions, moisture, sensation, 
quantity and distribution of hair, temperature 
and blood pressure, texture, turgor 
•Musculoskeletal status, including anesthetic 
area, muscle strength and mass, joint mobility, 
paralysis, range of motion 
•Nutritional status, including appetite, dietary 
intake, hydration, present weight and change 
from normal 

• Hemoglobin and hematocrit 
•Serum albumin 

•Psychosocial status, including activities of 



daily living, mental status, occupation (sun ex- 
posure), recreational activities 

Risk factors 

•External (environmental) factors, including 
pressure, friction, shearing forces, restraints, 
physical immobilization, confinement to bed or 
chair, excretions and secretions, moisture, hy- 
pothermia or hyperthermia. 
•Internal (somatic) factors, including altered 
nutritional status (cachexia or debilitation), de- 
creased serum albumin, dehydration, depen- 
dence on others for self-care, skin maceration, 
bladder or bowel incontinence, comatose 
state, paralysis, skeletal prominences, de- 
creased circulation, obesity, localized infection 
in pressure-supporting areas, loss of subcuta- 
neous tissue or muscle mass, altered meta- 
bolic state, vitamin deficiency 



Associated medical diagnoses (selected) 

Anasarca; chronic hepatitis; cerebrovascular 
accident,; chronic renal disease; cirrhosis (as- 
cites); conditions requiring colostomy, gastros- 
tomy, nephrostomy, or ureteroileostomy; 
diabetes mellitus; fractures (traction, cast); 
frostbite; malnutrition; neuromuscular disor- 
ders; peripheral vascular disease; spinal cord 
injury; sunburn; terminal cancer. This diagno- 
sis may occur in any patient who is on pro- 
longed bed rest or is immobilized. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes j 

• Patient experiences no skin breakdown. 
(1,2,3,4,5,6,7,8,9,10,11,12,13) 

• Patient maintains muscle strength and joint 
range of motion. (2,3) 

• Patient sustains adequate food and fluid in- 
take. (9) 

• Patient maintains adequate skin circulation. 
(2,3) 

• Patient communicates understanding of pre- 
ventive skin care measures. (10,12) 

• Patient and family demonstrate preventive 
skin care measures. (13) 

• Patient and family correlate risk factors and 
preventive measures. (10,11,12) 

Interventions and rationales 

1. Inspect skin every shift; document skin con 
dition and report any status changes. Early 
detection of changes prevents or minimizes 
skin breakdown. 

2. Change patient's position at least every 2 
hours; follow turning schedule posted at bed- 
side. Monitor frequency of turning. These 
measures reduce pressure on tissues, pro- 
mote circulation, and avoid skin breakdown. 



3. Encourage ambulation or perform or assist 
with active range-of-motion exercises at least 
every 4 hours while patient is awake. Exer- 
cises prevent muscle atrophy and contrac- 
tures; ambulation promotes circulation and 
relieves pressure. 

4. Use preventive skin care devices as 
needed, such as a foam mattress, an alternat- 
ing pressure mattress, sheepskin, pillows, or 
padding, to avoid discomfort and skin break- 
down. These measures do not replace need 
for turning. 

5. Keep patient's skin clean and dry; lubricate 
as needed. Avoid use of irritating soap; rinse 
skin well. These measures alleviate skin dry- 
ness, promote comfort, and reduce risk of irri- 
tation and skin breakdown. 

6. Protect bony prominences with foam pad- 
ding and massage gently to increase circula- 
tion. Prominences have little subcutaneous fat 
and are prone to breakdown; massage in- 
creases circulation and promotes skin integ- 
rity. 

7. Lift patient's body when moving; avoid 
shearing force. Shearing force is caused 
when tissues slide against each other; a lifting 



sheet reduces sliding. 

8. Keep linen dry, clean, and free of wrinkles 
or crumbs. Change wet bed linens and incon- 
tinence pads immediately. Dry, smooth linens 
avoid excoriation and skin breakdown. 

9. Monitor nutritional intake; maintain ade- 
quate hydration. Anemia (<10mg Hgb) and 
low serum albumin (< 2 mg) are associated 
with development of pressure ulcers. Hydra- 
tion helps maintain skin integrity. 

10. Educate patient and family in preventive 
skin care; maintaining good personal hygiene; 
using nonirritating (nonalkaline) soap; patting 
rather than rubbing to dry skin; inspecting skin 
on a regular basis; avoiding prolonged expo- 
sure to water, sun, cold, wind; avoiding rubber 
rings; recognizing beginning skin breakdown 
(redness, blisters, discoloration); and reporting 
symptoms. These measures encourage com- 
pliance with skin care regimen. 

11. Indicate risk factor potential on patient's 
chart and care plan. For example, "Patient 
risk is 5 on a scale of 1 to 10." Risk factor 
score helps evaluate treatment progress. 

12. Explain why preventive skin care mea- 

(continuedl 



t Numbers following oulcomes refer to interventions. 



Intervent ions and rationales (continued) 



sures are needed, to encourage compliance 
with skin care regimen. 
13. Supervise patient and family in preventive 
skin care measures. Give constructive feed- 
back. Practice helps improve skill in managing 
skin care regimen. 

Documentation 

• Patient's and family's expression of concern 
about potential skin breakdown 

• Observations of risk factors and skin condi- 
tion 

• Use of preventive skin care devices and their 
effectiveness 

•Instructions regarding preventive skin care; 
patient's and family's understanding of instruc- 
tions 

• Patient's and family's demonstrated skill in 
carrying out preventive skin care measures 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



Skin integrity impairment, high risk for II 



Care plan notes 



Care plan notes 



Sleep pattern disturbance 

related to external factors, 
such as environmental changes 




Definition 



Inability to meet individual need tor sleep or 
rest arising from internal or external factors 



Assessment 



• Daytime activity and work patterns 

• Normal bedtime 

• Usual number of hours of sleep required 

• Problems associated with sleep, including 
early-morning awakening, falling asleep, night- 
mares, sleepwalking, staying asleep 
•Quality of sleep 

• Sleeping environment 
•Activities associated with sleep 

• Personal beliefs about sleep 
•Chemical ingestion, including alcohol, caf- 
feine, hypnotics, nicotine 



Defining characteristics 



• Awakening earlier or later than desired 

• Changes in behavior or performance, includ- 
ing disorientation, increased irritability, leth- 
argy, listlessness, restlessness 

• Evidence of external factors that prevent or 
disrupt sleep 

• Interrupted sleep 

• Physical signs, including dark circles under 
eyes; expressionless face; frequent yawning; 
mild, fleeting nystagmus; ptosis of the eyelid; 
slight hand tremor; thick speech with mispron- 
unciation or incorrect words 

• Verbal complaints of difficulty falling asleep 

• Verbal complaints of not feeling well-rested 



Associated medical diagnoses 

This diagnosis may affect elderly, hospitalized 
patients, patient sharing a room with someone 
confused and noisy, and patients whose treat- 
ment involves any of the following: Frequent 
monitoring of vital signs, intensive care, me- 
chanical ventilation, medications during the 
night, treatments given during the night 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies factors that prevent or facili- 
tate sleep. (1,2) 

• Patient sleeps hours without inter- 
ruption. (3,4,5,6) 

• Patient expresses feeling of being well- 
rested. (7) 

• Patient shows no physical signs indicative of 
sleep deprivation. (8) 

• Patient alters diet and habits to promote 
sleep; for example, reduces caffeine, limits al- 
cohol intake. (9) 

• Patient exhibits no sleep-related behavioral 
symptoms, such as restlessness, irritability, 
lethargy, disorientation. (3,4,5,6,7,8) 

• Patient performs relaxation exercises at bed- 
time. (8) 

Interventions and rationales 

1. Ask patient what environmental factors 
make sleep difficult. Sleeping in strange or 
new environment tends to influence both REM 
and NREM sleep. 

2. Ask patient what changes would facilitate 
sleep. This allows patient to take active role in 
treatment. 



3. Make whatever immediate changes are 
possible to accommodate patient; for example, 
reduce noise, change lighting, close door. 
These measures promote rest and sleep. 

4. Plan medication administration schedules to 
allow lor maximum rest. If patient requires di- 
uretics in the evening, give far enough in ad- 
vance to allow peak effect before bedtime. 

5. Make a detailed plan to provide the patient 

with hours of uninterrupted sleep, if 

possible. This allows consistent nursing care 
and gives patient uninterrupted sleep time. 

6. Provide patient with normal sleep aids, 
such as pillow, bath, back rub, food, drink. 
Milk and some high protein snacks such as 
cheese or nuts contain L-tryptophan, a sleep 
promoter. Personal hygiene routine precedes 
sleep in many patients. 

7. Ask patient to describe in specific terms 
each morning the quality of sleep during the 
previous night. This helps detect presence of 
sleep-related behavioral symptoms. 

8. Teach patient such relaxation techniques as 
guided imagery, meditation, progressive mus- 
cle relaxation. Practice them with patient at 
bedtime. Purposeful relaxation efforts often 



help promote sleep. 

9. Instruct patient to eliminate caffeine from 
diet, limit alcohol intake, and avoid foods that 
interfere with sleep (for example, spicy foods). 
Foods and beverages containing caffeine 
should be avoided for 4 to 5 hours before bed- 
time. 

Documentation 

• Patient's complaints about sleep distur- 
bances 

• Patient's verbalization of feelings in relation 
to sleep 

• Observations of behavior indicative of sleep 
deprivation 

• Interventions to alleviate sleep disturbance 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t NumDers tallowing outcomes refer to interventions. 



Sleep pattern disturbance 

related to internal factors, such as illness, 
psychological stress, drug therapy, biorhythm disturbance 




Definition 



Inability to meet individual need for sleep or 
rest arising from internal or external factors 



Assessment 



•Age 

• Daytime activity and work patterns 
•Time the patient usually retires 

• Number of hours of sleep patient usually re- 
quires in order to feel rested 

• Problems associated with sleep, including 
early-morning awakening, falling asleep, night- 
mares, sleepwalking, staying asleep 
•Quality of sleep 

• Sleeping environment 

•Activities associated with sleep, including 
bath, drink, food, medication 

• Personal beliefs about sleep 



Defining characteristics 



• Awakening earlier or later than desired 

• Changes in behavior or performance, includ- 
ing disorientation, increased irritability, leth- 
argy, listlessness, restlessness 

■ Evidence of internal factors that prevent or 



• Interrupted sleep 

•Physical signs, including dark circles under 
eyes; expressionless face; frequent yawning; 
mild, fleeting nystagmus; ptosis of the eyelid; 
slight hand tremor; thick speech with mispron- 
unciation and incorrect words 

• Verbal complaints of difficulty falling asleep 



Associated medical diagnoses (selected) 

Alcoholism, bipolar disorder (manic-depres- 
sive), chronic obstructive pulmonary disease, 
depression, drug addiction, Pickwickian syn- 
drome, sleep apnea 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient identifies (actors that prevent or dis- 
rupt sleep. (1) 

• Patient sleeps hours a night. 

(2,3,4,5,6) 

• Patient expresses feeling of being well- 
rested. (7) 

• Patient shows no physical signs of sleep de- 
privation. (8) 

• Patient exhibits no sleep-related behavioral 
symptoms, such as restlessness, irritability, 
lethargy, disorientation. (3,4,5,6,7,8) 

• Patient performs relaxation exercises at bed- 
time. (8) 

Interventions and rationales 

1. Allow patient to discuss any concerns that 
may be preventing sleep. Active listening aids 
determination of causes of difficulty with 
sleep. 

2. Plan nursing care routines to allow 

hours of uninterrupted sleep. This allows con- 
sistent nursing care and gives patient uninter- 
rupted sleep time. 

3. Provide patient with usual sleep aids, such 
as pillows, bath before sleep, food or drink, 



reading materials, etc. Milk and some high 
protein snacks such as cheese and nuts con- 
tain L-tryptophan, a sleep promoter. Personal 
hygiene routine precedes sleep in many pa- 
tients. 

4. Create a quiet environment conducive to 
sleep; for example, close the curtains, adjust 
the lighting, close the door. These measures 
promote rest and sleep. 

5. Administer medications that promote normal 
sleep patterns, as ordered. Monitor and re- 
cord side effects and effectiveness. A hypnotic 
agent induces sleep; a tranquilizer reduces 
anxiety. * 

6. Promote involvement in diversional activities 
or exercise program during the day. Discuss 
the relationship of exercise and activity to im- 
proved sleep. Discourage excessive napping. 
Activity and exercise promote sleep by in- 
creasing fatigue and relaxation. 

1. Ask patient to describe in specific terms 
each morning the quality of sleep during the 
previous night. This helps detect presence of 
sleep-related behavioral symptoms. 
8. Educate patient in such relaxation tech- 
niques as imagery, progressive muscle relaxa- 



tion, meditation. Purposeful relaxation efforts 
often help promote sleep. 

Documentation 

• Patient's complaints about sleep distur- 
bances 

• Patient's report of improvement in sleep pal- 
terns 

• Observations of physical and behavioral 
sleep-related disturbances 

• Interventions to alleviate sleep disturbances 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Social interaction impairment 

related to altered thought processes 




Definition 



Insufficient quantity or ineffective quality of so- 
cial exchange 



Assessment 



• Reason for hospitalization (physiologic, psy- 
chiatric) 

• Usual pattern ol social interaction (nonverbal 
behaviors, verbal communication) 

• Neurologic functioning, including level of con- 
sciousness, orientation, sensory and motor 
ability 

• Mental status, including abstract ability, af- 
fect, concentration ability, insight and judg- 
ment, memory, mood, thought content 

• History of substance abuse 

• Education and intelligence level 
•Sociocultural background, including beliefs, 
norms, religion, values 

• Support systems available, including clergy, 
family or significant other, friends 



Defining characteristics 



• Delusional thinking 

•Observed use of unsuccessful or dysfunc- 
tional social interaction skills 

• Observed or verbalized discomfort in social 
interaction skills 

• Sensory and perceptual alterations, including 
auditory, visual, or tactile hallucinations 

• Verbalized or observed inability to communi- 
cate needs or to receive a sense of need- 
gratification from caregivers 



Associated medical diagnoses i 

Alzheimer's disease, brain tumor, cerebrovas- 
cular accident, diabetic ketoacidosis, drug or 
alcohol withdrawal, head trauma, organic brain 
syndrome, psychiatric disorder 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient remains tree of injury. (2,4) 

• Patient and family or significant other report 
concern about difficulties in social interaction. 
(3,4) 

• Patient maintains orientation to time, place, 
and person. (3) 

• Patient's perceptions are reality-based. (4) 

• Patient and family or significant other partici- 
pate in care and prescribed therapies. (3,7,8) 

• Patient expresses needs and communicates 
whether needs are met. (5,6) 

• Patient regains appropriate neurologic func- 
tion to the extent possible. (1) 

• Patient demonstrates effective social interac- 
tion skills in both one-on-one and group set- 
tings. (5,6) 

• Patient and family or significant other identify 
and mobilize resources for rehabilitation and 
discharge planning, as necessary. (8) 

Interventions and rationales 

1. Follow medical regimen to treat underlying 
condition. Nurse is responsible lor following 
medical regimen and working with doctor to 
plan appropriate care. * 



2. Take precautions to ensure safe and pro- 
tected environment (provide side rails, assis- 
tance with out-of-bed activities, uncluttered 
room, physical restraints, as necessary). This 
reduces potential tor patient injury. 

3. Assess neurologic function and mental sta- 
tus every shift to monitor changes in patient's 
status, and reorient patient as often as neces- 
sary: 

a. Call patient by name and say your name 
each time you interact with patient. 

b. Tell patient correct day, date, time, and 
place at least once a shift. 

c. Teach family how to reorient patient and 
assist them in doing so. 

d. Ask family or significant other to bring 
patient familiar objects from home, such 
as clock, radio, or photographs. 

e. Post structured schedule of daily activi- 
ties in patient's room within visual range. 

f. Explain structure to family or significant 
other and other caregivers to provide 
consistency and continuity. Reorienting 
patient and involving family or significant 
other enhances patient's reality testing 
ability and overall mental status. Schedul- 



ing daily routine narrows patient's frame 
of reference, thereby decreasing potential 
for increased confusion. 

4. If delusions and hallucinations occur, do not 
focus on them; provide patient with reality- 
based information and reassure patient of 
safety. This increases patient's ability to grasp 
reality and reduces fears associated with 
these disturbances. 

5. Provide specific, non-care-related time with 
patient each shift to encourage social interac- 
tion. Begin with one-on-one interaction and in- 
crease to group interaction as patient's skills 
indicate. Gradually increasing social interac- 
tion reduces patient's feeling of being over- 
whelmed and eliminates sensory input that 
may renew cognitive or perceptual distur- 
bance. 

6. Give positive reinforcement for appropriate 
and effective interaction behaviors (verbal and 
nonverbal). This helps patient recognize prog- 
ress and enhances feelings of self-worth. 

7. Assist patient and family or significant other 
in progressive participation in care and thera- 
pies. This reduces feelings of helplessness 

(continued) 



t Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Social interaction impairment 

related to altered thought processes 




Interventions and rationales (continued) Documentation 

and enhances patient's feeling of control and 
independence. 

8. Initiate or participate in multidisciplinary pa- 
tient-centered conferences to evaluate prog- 
ress and plan discharge. In addition to patient 
and family or significant other, conferences 
may include physical, occupational, and 
speech therapists; social worker; attending 
doctor; and other consultants, as necessary, 
These conferences involve patient and family 
in cooperative effort to develop strategies for 
altering care plan as necessary. 



• Patient's verbal and nonverbal behaviors 

• Neurologic and mental status assessment 

• Observations of patient's social interaction 
skills 

• Interventions to facilitate appropriate and ef- 
fective social interaction 

• Patient's responses to nursing interventions 

• Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Social interaction impairment 

related to sociocultural dissonance 




Definition 



Insufficient quantity or ineffective quality of so- 



Assessment 



• Reason for hospitalization (physiologic, psy- 
chiatric) 

• Sociocultural background (beliefs, norms, rit- 
uals, values) 

• Usual pattern of social interaction, including 
dominant language, group participation, level 
of comprehension, nonverbal communication 
skills (drawing, gestures), speech pattern 

• Patient's position in family 

• Support systems available, including clergy, 
family or significant other, friends 

• Education and intelligence level 



Defining characteristics 



• Observed use of unsuccessful social-interac- 
tion behavior 

• Verbalized or observed discomfort in situa- 
tions requiring social exchange 

• Verbalized or observed inability to communi- 
cate needs or to receive a sense of need- 
gratification from caregivers 



Associated medical diagnoses 

This diagnosis can occur in any hospitalized 
patient separated from usual sociocultural en- 
vironment. For example, in some European 
and Oriental cultures, nonverbal means of 
communication (eye contact, touch) are con- 
sidered an invasion of privacy; many Native 
Americans consider social interaction outside 
the family to be disloyal. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient provides information concerning cul- 
tural background. (1,2,4) 

• Patient identifies needs and communicates 
(verbally or nonverbally) whether needs are 
met. (2,3,4,5,6,7) 

• Patient expresses an understanding of care- 
related instruction. (1,3,5) 

• Patient and family or significant other partici- 
pate in planning care. (5) 

• Patient identifies effective coping techniques 
to deal with sociocultural differences. (6) 

• Patient and family or significant other ex- 
press feelings of comfort and trust in interac- 
tion with caregivers. (1,5,6) 

• Patient uses resources outside normal socio- 
cultural group, as necessary. (8) 

Interventions and rationales 

1. Assign a primary nurse to this patient, if 
possible. Primary nursing provides consis- 
tency, enhances trust and decreases potential 
for fragmented care. 

2. Provide specific time (for example, 10 min- 
utes each shift) to talk with patient and family 
or significant other about sociocultural back- 



ground. In many cultural groups, trust is devel- 
oped slowly and may be hampered by lengthy 
interviews. 

3. Explain care-related activities clearly, an- 
swering questions as accurately as possible. 
This enhances patient's understanding of 
care-related procedures and hospital routine. 

4. Use an interpreter when necessary, to en- 
sure effective communication for non-English- 
speaking patients. 

5. Involve patient and family or significant 
other in planning care, and encourage pa- 
tient's participation in self-care on a continuing 
basis. This increases their sense of control 
and reduces feelings of helplessness and iso- 
lation. 

6. Assist patient in identifying and using effec- 
tive social-interaction behaviors, such as in- 
creased eye contact, calling person by name, 
asking questions, etc. Teaching patient effec- 
tive intrapersonal communication is an essen- 
tial part of nursing practice. 

7. Demonstrate respect for patient's privacy, 
personal belongings, cultural norms, and reli- 
gious beliefs and practices, to provide sensi- 
tive care to patients from varied cultural 



backgrounds. 

8. Offer referral to other support systems, if in- 
dicated (such as social services, financial 
counseling, home health care, mental health 
care, professional care). This ensures a com- 
prehensive approach to patient's care. 

Documentation 

• Patient's and family's or significant other's 
perception of current situation 

• Interventions to facilitate effective social in- 
teraction 

• Patient's verbal and nonverbal responses to 
nursing interventions 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer fo interventions. 



Social isolation 

related to altered state of wellness 




Definition 



Aloneness that the patient perceives nega- 
tively. This social isolation may be self- 
imposed or be perceived by the patient as 
being imposed by others. Alternately, the iso- 
lation may result from environmental factors. 



Assessment 



• Reason for hospitalization (physiologic, psy- 
chiatric) 

• Support systems available, including clergy, 
family, relatives, or friends 

• Functional ability 

• Diversional interests 

•Attitudes of family or friends toward patient 

• Financial resources 
•Occupation 
•Education level 

• Coping and problem-solving ability 
•Self-esteem 



Defining characteristics 



•Culturally unacceptable behavior 

• Describes life-style as solitary or circum- 
scribed by membership in subculture 

• Evidence of physical or mental handicap or 
altered state of wellness 

• Expresses feelings of being different from 
others 

• Expresses feelings of rejection or aloneness 

• Expresses frustration over inability to meet 
expectations of others 

• Inappropriate or immature interests or activi- 
ties 

•Insecurity in public 

• Lack of family, friends, and social groups 
•Lack of purpose in life 

• Preoccupation with own thoughts 

• Projects hostility in voice and behavior 

• Repetitive, meaningless actions 
•Sad, dull affect 

•Uncommunicative, withdrawn, poor eye con- 
tact 



Associated medical diagnoses (selected) 

Acquired immunodeficiency syndrome, Alzhei- 
mer's disease (early stage), cancer, depres- 
sion, disorders requiring isolation precautions, 
genital herpes, head or neck surgery, hepati- 
tis, organic brain syndrome, schizophrenia, 
spinal cord injuries, tuberculosis 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS ANO RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings associated with 
social isolation. (1,2,4,6) 

• Patient identifies causes of social isolation 
and participates in developing a plan for in- 
creasing social activity. (2,3,4) 

• Patient interacts with family or friends. (4,8) 
•Patient interacts with staff members. (1,2,6) 

• Patient performs self-care activities indepen- 
dently. (5) 

• Patient participates daily in a meaningful 
diversional activity (specify). (7) 

• Patient indicates social relationships have 
improved, and negative feelings have dimin- 
ished. (4,6,8,9) 

• Patient achieves expected state of wellness. 
(10) 

Interventions and rationales 

1. Assign a primary nurse to the patient, if 
possible, to provide continuity, enhance trust, 
and decrease potential lor Iragmented care. 

2. Initiate a trusting nurse-patient relationship 
to help gain the patients confidence. 

3. Provide honest and immediate feedback 
about the patient's behavior, to help the pa- 



tient become aware of the effects of behavior 
and to modify, verify, or correct patient's per- 
ceptions. 

4. Help patient to identify causes of social iso- 
lation to identify patient's needs and guide 
planning of care. Involve patient and family or 
friends in setting goals and planning care to 
individualize plan of care and decrease pa- 
tient's feelings of helplessness and isolation. 

5. Encourage patient to perform such self-care 
activities as bathing, grooming, dressing, eat- 
ing, and ambulating to reduce helplessness 
and foster independent action. 

6. Spend at least 15 minutes each shift with 
the patient. Sit with the patient and listen. Lis- 
tening communicates concern, interest, and 
acceptance; and allows time for the patient to 
collect thoughts and express feelings. 

7. Arrange with the patient for specific periods 
of appropriate planned diversional activity to 
provide pleasure, increase feelings of self- 
worth, and decrease negative self-absorption. 

8. Allow ample private time for the patient to 
spend with family and friends to demonstrate 
respect for the patient and for the patient's re- 
lationships with others. 



9, Identify appropriate social agencies and 
support groups for patient and provide refer- 
rals to ensure ongoing opportunities for the 
patient to increase social interaction. 

10. Educate the patient and family about 
health care needs and treatment to promote 
optimal health and well-being, thereby allowing 
tor greater social activity. 

Documentation 

•Observations of patient's social interaction 
skills 

•Causes of social isolation identified by pa- 
tient 

•Resources identified to help patient increase 
social interaction 

• Interventions to encourage social interaction 

and patient's response 

•Evaluations for each expected outcome. 



t Numbers following outcomes reler lo interventions. 



Social isolation 

related to inadequate personal resources 




Definition 



Self-imposed or environmentally imposed lack 
of contact with support systems 



Assessment 



• Reason for hospitalization (physiologic, psy- 
chiatric) 

•Support systems available, including clergy, 
family or significant other, friends 

• Diversional interests 

•Attitudes of family or significant other toward 
patient in this situation 

• Financial resources 

• Occupation 

• Level of education and intelligence 

• Coping and problem-solving ability 

• Self-esteem 



Defining characteristics 



• Absence of support system, including family 
or significant other, friends, support group 

• Displays behavior unacceptable to dominant 
cultural group 

• Evidence of insufficient resources to meet 
societal expectations 

• Expresses feelings of aloneness or rejection 

• Projects hostility in voice, behavior 
•Sad, dull affect 

• Seeks to be alone or exists in subculture 

• Uncommunicative, withdrawn 



Associated medical diagnoses 

This diagnosis occurs among elderly patients, 
street persons, patients with present or past 
history of psychiatric disorders, and patients 
who have no family or friends to support them 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION 
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Expected outcomes t 

• Patient interacts with caregivers in a positive 
way. (1,2) 

• Patient expresses feelings about lack of sup- 
portive relationships. (3) 

• Patient expresses desire to be involved with 
others. (4,5) 

• Patient expresses desire to improve self and 
present condition; for example, by obtaining 
further education or learning how to better 
manage finances. (5,6) 

• Patient uses resources available through the 
agency (social services, home health care, 
psychology services, self-improvement 
classes) to establish a realistic plan for the fu- 
ture. (6) 

• Patient states plan to participate in social 
activity. (7) 

Interventions and rationales 

1. Assign same caregivers to patient io pro- 
mote trusting relationships with staff members. 
Consistent care promotes patient's ability to 
communicate openly. 

2. Assign a primary nurse to coordinate pa- 
tient's care. This reduces potential lor frag- 



mented nursing interventions. 

3. Plan a 15-minute period to sit with patient 
each shift. If patient does not wish to talk, re- 
main silent. Active listening communicates 
concern, allows time to collect thoughts, and 
encourages patient to initiate interaction. 

4. Involve patient in planning care; have pa- 
tient participate in self-care continuously. This 
provides structure, reduces feelings of help- 
lessness, and fosters independent action. 

5. Discuss patient's living accommodations 
and life-style outside the hospital. Knowledge 
of patient's current life-style and accommoda- 
tions aids understanding of patient's unique- 
ness and helps with discharge planning. 

6. Refer to social services for follow-up, if nec- 
essary, to ensure a comprehensve approach 
to care. 

7. Help patient identify social outlets (peer 
group, association, participation in group ac- 
tivity). This draws patient's attention to spe- 
cific data and promotes goal-directed 
interaction. 



Documentation 

• Patient's perceptions of the present situation 

• Patient's expressions of plans for the future 

• Observations of patient's behavior 

• Planning done by patient with nurse, physi- 
cian, social worker, etc. 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



Spiritual distress 

related to separation 
from religious and cultural ties 



154 



Definition 



Separation or alienation from religious tradi- 
tions or values 



Assessment 



• Religious ties and practices 
•Religious commitment 

• Visits (church members, family members, or 
clergy) 



Defining characteristics 



• Can't or won't participate in usual religious 
practices 

• Expresses concern with meaning of life and 
death or belief systems 

• Questions meaning of own existence 

• Questions the meaning of suffering 
•Seeks spiritual assistance 

• Shows anger toward God (as defined by the 
patient) 

• Shows displacement of anger toward reli- 



■ Voices inner conflicts about beliefs 



Associated medical diagnoses (selected) 

This diagnosis may be seen in any hospital- 
ized patient, depending on the individual and 
the circumstances 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient communicates conflict about beliefs. 
(1,2) 

• Patient identifies the source of spiritual con- 
flict. (3,4) 

• Patient specifies whatever spiritual assis- 
tance is needed. (5,6,7) 

• Patient discusses beliefs regarding religious 
practices. (8,9) 

• Patient identifies coping techniques to deal 
with spiritual discomfort. (1,2,3,4,5,6,7,8,9) 

• Patient expresses feelings of spiritual com- 
fort. (3,4,5,6,7,8,9) 

Interventions and rationales 

1. Listen for cues indicative of patient's feel- 
ings ("Why did God do this to me?" or "God is 
punishing me"). Active listening demonstrates 
involvement with patient and allows nurse to 
hear important messages indicating spiritual 
distress. 

2. Approach patient in a nonjudgmental way, 
to focus on patient's feelings without evaluat- 
ing them as right or wrong, good or bad. 

3. Acknowledge patient's spiritual concerns, 
and encourage expression of thoughts and 



feelings, to help build a therapeutic relation- 
ship. 

4. Help patient define in concrete terms the 
problem causing the inner conflict. This is first 
step in developing strategies for resolving con- 
flicts. 

5. Arrange for visits by clergy, as appropriate, 
thereby using expert spiritual care resources 
to help the patient. 

6. Encourage patient to continue religious 
practices during hospitalization; do whatever is 
necessary to facilitate this. For example: 

a. If patient is accustomed to reading the 
Scriptures and doesn't have a Bible, 
make an effort to get one. 

b. If Jewish male wears a yarmulke, allow 
him to continue wearing it if possible. 

c. In cases where certain foods are prohib- 
ited or special foods are required, ac- 
cording to patient's religious traditions, 
make every effort to communicate these 
needs to the dietary department and see 
that they are honored. These measures 
demonstrate support and convey caring 
and acceptance to patient. 

7. Communicate and collaborate with patient's 



minister or with the hospital chaplain, when 
this is appropriate. TTws ensures consistent 
care and provides more complete data base. 

8. Arrange for patient to have at the bedside 
objects that provide spiritual comfort (Bible, 
prayer shawl, pictures, statues, rosary beads). 
Items of spiritual significance may influence 
patient 's ability to reduce conflict. 

9. Provide privacy during patient's visits with 
minister or chaplain, to demonstrate respect 
for patient's relationship with clergy. 

Documentation 

• Patient's expressions ol concern about spiri- 
tual matters, whether direct or subtle 

• Observations about patient's spiritual dis- 
tress or well-being 

• Interventions carried out to promote spiritual 
comfort 

• Observations about patient's responses to 
interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Spiritual distress 

related to situational crisis 




Definition 



Separation or alienation from religious tradition 
or values 



Assessment 



• Reason for hospitalization 

• Religion or church affiliation 

• Patient's usual and current perception of 
faith and religious practices 

•Available spiritual support persons (minister, 
priest, rabbi) 



Defining characteristics 



• Expresses concern with meaning of life and 
death 

• Engages in "bargaining" with God (as de- 
fined by individual) as stage of anticipatory 
grieving 

• Demonstrates anger toward God, church, 
and clergy 

• Verbalizes guilt about self and behavior 

• Reports ambivalence about faith and reli- 
gious practices 



Associated medical diagnoses (selected) 

This nursing diagnosis can apply to any hospi- 
talized individual with strong religious beliefs 
and practices. It is particularly evident in 
those experiencing the threat of death. 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings about usual and 
current religious beliefs. (1,2,3) 

• Patient identifies areas of ambivalence and 
conflict resulting from current situation. 
(1,2,3,5) 

• Patient states an understanding of the grief 
process and its stages. (4) 

• Patient uses effective coping strategies to 
ease spiritual discomfort. (4,5,6,7) 

• Patient seeks appropriate support persons 
(family or significant other, priest, minister, 
rabbi) for assistance. (6,7) 

Interventions and rationales 

1. Approach patient in an accepting, nonjudg- 
mental manner, to demonstrate unconditional 
positive regard for the patient. 

2. Acknowledge patient's spiritual concerns 
and encourage expression of feelings, to help 
build a therapeutic relationship. 

3. Encourage patient to provide information 
about religious beliefs and practices. Acquiring 
this initial data base is first step in nursing 
process. 

4. Instruct patient on the stages of grieving 



and on the emotions and behaviors common Care plan 
to each stage. This promotes understanding 
and encourages feelings of normalcy. 

5. Provide for continuation of patient's religious 
practices (allow for specific religious materials 
or clothing; respect dietary restrictions if pos- 
sible). These measures demonstrate support 
and convey caring and acceptance to patient. 

6. Facilitate visits from clergy and provide pri- 
vacy during visits, to demonstrate respect for 
patient's relationship with clergy. 

7. Encourage patient to discuss concerns with 
clergy, thereby using expert spiritual care re- 
sources to help the patient. 

Documentation 

• Patient's verbal and nonverbal communica- 
tion of spiritual discomfort 

• Stage of anticipatory grief as indicated by 
behavior 

• Interventions to promote spiritual comfort 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes relet lo interventions. 



Suffocation, high risk for I 

related to external factors 156 



Definition 



Risk factors 



Associated medical diagnoses (selected) 

Acute respiratory failure, chronic obstructive 
pulmonary disease, drug overdose, inhalation 
injuries, multisystem trauma, near-drowning 
episode, sedation or placement under general 
anesthesia 



Accentuated risk of accidental suffocation 
(inadequate air available for inhalation) 

Assessment 



•Ventilator alarms turned off 

• Immobile patient incorrectly positioned on 
abdomen 

• Pillows placed incorrectly under the head of 
patient who has a compromised airway 



• Health history, including accidents, allergies. 



exposure to pollutants, falls, hyperthermia, hy- "Ventilator connections improperly monitored 
pothermia, poisoning, seizures, sensory or 
perceptual changes (auditory, gustatory, kin- 
esthetic, olfactory, tactile, visual), trauma 
•Circumstances of present situation that 
might lead to injury 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 
•Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
white blood cell count 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 




Expected outcomes ' 

• Patient's airway remains patent at all times. 
(1,2,3,4,5,6,7) 

•Patient's vital signs remain within normal pa- 
rameters. (3) 

•Patient and family or significant other dem- 
onstrate knowledge of safety measures to pre- 
vent suffocation. (8) 

Interventions and rationales 

1. Monitor and record respiratory status. 
Changes in respiratory rate and depth, cough, 
sputum production, and skin color may indi- 
cate airway obstruction. 

2. Monitor and record neurologic status. Signs 
and symptoms of hypoxia include headache, 
depression, apathy, memory loss, poor mus- 
cular coordination, fatigue, stupor, and loss of 
consciousness. 

3. Monitor vital signs and report changes. Hy- 
poxia induces tachycardia and a slight rise in 
blood pressure. Advanced hypoxia reduces 
heart rate and causes loss of consciousness. 

4. Position patient on side or position head 
and neck to prevent relaxed neck muscles 
from obstructing the airway. This allows maxi- 



mal chest expansion and prevents aspiration 
and airway obstruction. 

5. Check all ventilator connections every 30 
minutes if the patient is receiving mechanical 
ventilation to ensure the patient receives 
proper amount of 0 2 at appropriate volume 
and rate. 

6. Check ventilator alarms every 30 minutes 
and after suctioning to ensure proper alarm 
function. 

7. Suction airway as needed to prevent secre- 
tion accumulation. Do this only as needed, to 
prevent tracheal irritation. 

8. Provide patient and family or significant 
other with information about safety practices 
to enable patient and significant other to take 
active role in care and ensure performance of 
safety measures. 

Documentation 

•Patient's statements that indicate potential 
for injury 

• Physical findings 

• Observations or knowledge of unsafe 
practices 

• Interventions performed to prevent injury 



• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo infervenlions. 



Suffocation, high risk for 

related to internal factors 




Definition 



Accentuated risk of accidental suffocation 



Assessment 



•Health history, including accidents, allergies, 
exposure to pollutants, falls, hyperthermia, hy- 
pothermia, poisoning, seizures, sensory or 
perceptual changes (auditory, gustatory, kin- 
esthetic, olfactory, tactile, visual), trauma 

• Circumstances of present situation that 
might lead to injury 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
white blood cell count 



Risk factors 



Cognitive or emotional difficulties, injury or dis- 
ease process, lack of safety education, lack of 
safety precautions, reduced motor abilities, re- 
duced olfactory sensation 



Associated medical diagnoses (selected) 

Multisystem trauma, sedation, or placement 
under general anesthesia 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient avoids accidental suffocation. 
(1,2,3,4,5,6,7) 

• Patient's vital signs remain within normal pa- 
rameters. (4) 

• Patient and family or significant other dem- 
onstrate knowledge of safety measures to pre- 
vent suffocation. (8) 

Interventions and rationales 

1. Observe, record, and report falls, seizures, 
and unsafe practices to ensure implementa- 
tion ol appropriate interventions. 

2. Monitor and record respiratory status. 
Changes in parameters (such as respiratory 
rate, cough, sputum production, skin color) 
may indicate airway obstruction. 

3. Monitor and record neurologic status. 
Symptoms of hypoxia include headache, de- 
pression, apathy, memory loss, poor muscular 
coordination, fatigue, stupor, loss of con- 
sciousness. 

4. Monitor vital signs and report changes. Hy- 
poxic changes include tachycardia and slight 
rise in blood pressure. Advanced hypoxia re- 



duces heart rate and causes loss of con- 
sciousness. 

5. Position patient on side or position head 
and neck to prevent relaxed neck muscles 
from obstructing the airway. This allows maxi- 
mal chest expansion and prevents aspiration 
and airway obstruction. 

6. Obtain suction equipment, assemble, and 
keep at the bedside to assure equipment 
readiness in case of need. 

7. Suction as needed to keep upper and lower 
airways clear and to stimulate cough reflex to 
enhance sputum removal. Do this only as 
needed, to prevent tracheal irritation. 

8. Provide patient and significant other with in- 
formation about safety practices, to enable 
patient and significant other to take an active 
role in care and ensure performance of safety 
measures. 

Documentation 

• Patient's statements about the situation that 
indicate potential for injury 

• Physical findings 

• Record of falls, seizures, and unsafe practices 



• Interventions that reduce risk of injury 
•Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes refer lo interventions. 



Swallowing impairment 

related lo neuromuscular impairment 




Definition 



Inability to move food, fluid, or saliva from the 
mouth through the esophagus 



Assessment 



• History of neuromuscular, cerebral, or respi- 
ratory disease 
•Age 
•Sex 

•Nutritional status, including appetite, dietary 
intake, hydration, current weight, and change 
from normal weight 

•Neurologic status, including barium swallow; 
chest X-ray; cognition; esophageal video fluo- 
roscopy; gag reflex; level of consciousness; 
memory; motor ability; orientation; symmetry 
of face, mouth, and neck; sensory function; 
tongue movement 



Defining characteristics 



•Evidence of aspiration 
•Observed evidence of difficulty in swallow- 
ing, including choking, coughing, stasis of food 
in oral cavity 



Associated medical diagnoses 

Bell's palsy, cerebrovascular accident, head 
injury, laryngectomy, maxillofacial trauma, tra- 
cheostomy 



Turn card over to find expected OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient shows no evidence of aspiration 
pneumonia. (1,2,3) 

• Patient achieves adequate nutritional intake. 
(4,5,6,7,8,9,10) 

• Patient maintains weight. (4) 

•Patient maintains oral hygiene. (7,8,9,10) 

• Patient and family or significant other dem- 
onstrate correct eating or feeding techniques 
to maximize swallowing. (11,12) 

Interventions and rationales 

1. Elevate head of bed 90 degrees during 
mealtimes and for 30 minutes after completion 
of meal to decrease risk of aspiration. 

2. Position patient on side when recumbent to 
decrease risk of aspiration. 

3. Keep suction apparatus at bedside; ob- 
serve and report instances of cyanosis, dys- 
pnea, or choking. Symptoms indicate 
presence of material in lungs. 

4. Monitor intake and output and weight daily 
until stabilized. Establish intake goal -for ex- 
ample, "patient consumes ml of fluid; 

% of solid food." Record and report 

any deviation from this. Evaluating calorie and 



protein intake daily allows any necessary 
modifications to begin quickly. 

5. Consult with dietitian to modify patient's 
diet, and conduct calorie count as needed to 
establish nutritional requirements. 

6. Consult with dysphagia rehabilitation team, 
if available, to obtain expert advice. * 

7. Provide mouth care three times daily to 
promote comfort and enhance appetite. 

8. Keep oral mucous membrane moist by fre- 
quent rinses; use bulb syringe or suction, if 
necessary, to promote comfort. 

9. Lubricate patient's lips to prevent cracking 
and blisters. 

10. Encourage patient to wear properly fitted 
dentures to enhance chewing ability. 

11. Serve food in attractive surroundings; en- 
courage patient to smell and look at food. Re- 
move soiled equipment, control smells, and 
provide a quiet atmosphere for eating. A 
pleasant atmosphere stimulates appetite; food 
aroma stimulates salivation. 

12. Instruct patient and family in positioning; 
dietary requirements; specific feeding tech- 
niques, including facial exercises (whistling, 
etc.); using a short straw to provide sensory 



stimulation to lips; tipping head forward to de- 
crease aspiration; applying. pressure above lip 
to stimulate mouth closure and swallowing re- 
flex; checking oral cavity frequently for food 
particles (remove if present). These measures 
allow patient to take an active role in maintain- 
ing health. 

Documentation 

•Patient's expressions of feelings about cur- 
rent situation 

•Observations of weight, swallowing ability, in- 
take and output, oral hygiene 
•Patient's response to nursing interventions 
•Instructions about diet monitoring and feed- 
ing techniques 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer to interventions. 



} Indicates doctor-ordered instruction. 



Thermoregulation, ineffective I 

related to trauma or illness 1 59a 



Definition 

Fluctuations in body temperature caused by 
thermoregulatory disturbances 

Assessment 

• History of present illness 

• Medication history 

•Neurologic status, including level of con- 
sciousness, mental status, motor status, sen- 
sory status 

• Cardiovascular status, including blood pres- 
sure, capillary refill, electrocardiogram, heart 
rate and rhythm, pulses (apical and periph- 
eral), temperature 

• Respiratory status, including arterial blood 
gas measurements; breath sounds; and rate, 
depth, and character of respirations 

• Integumentary status, including color, tem- 
perature, turgor 

• Fluid and electrolyte status, including blood 
urea nitrogen, intake and output, serum elec- 
trolytes, urine specific gravity 



• Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
white blood cell count 

Defining characteristics 

• Fever or hypothermic condition is refractory 
to antipyretic therapy 

• Fluctuations in body temperature above or 
below the normal range 

• Flushed or mottled skin 

• Increased or decreased respiratory and 
heart rates 

• Mild to severe dehydration 

• Possible seizures or convulsions 

• Skin warm or cool to touch 



Associated medical diagnoses (selected) 

Brain tumor, especially if located in hypothala- 
mus, pituitary or medulla; burns; central ner- 
vous system dysfunction related to head 
trauma via surgery or injury; cerebral edema; 
cerebral hemorrhage; cerebrovascular acci- 
dent; chemical toxicity (including pharmaco- 
logic or anesthesia reaction); congestive heart 
failure; dehydration; head injury; heat stroke; 
herniation syndrome; near-drowning; smoke 
inhalation or other anoxic events; temperature 
regulation affected by diseases causing patho- 
logic changes in blood flow (Buerger's dis- 
ease, congestive heart failure, diseases of 
hypothalamus and medulla, encephalitis, Ray- 
naud's disease); untreated infection 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains body temperature at nor- 
mothermic levels. (1,2,3,4,5,6,7,8,9) 

• Patient demonstrates no signs of shivering. 
(1,2,3,4,5,6,7,8) 

• Patient expresses feelings of comfort. 
(1,4,5,6,7,8) 

• Patient has warm, dry skin. (1,2,3,4,5,6,7,8) 

• Patient maintains heart rate and blood pres- 
sure within normal range. (1,2,3,4,5,6,7,8) 

• Patient exhibits no signs of compromised 
neurologic status. (1,2,3,6,8) 

• Patient and family or significant other voice 
an understanding of the health problem. (8) 

Interventions and rationales 

1. Monitor body temperature every 4 hours, 
more often if indicated. Record temperature 
and route. Monitoring determines effective- 
ness of therapy or if intervention is required, 
and facilitates accurate comparison of data. 
(Baseline normals vary with route.) 

2. Monitor and record neurologic status every 
8 hours. Report any changes to physician. 
Changes in level of consciousness can result 
from tissue hypoxia related to altered tissue 



perfusion. Hyperthermia increases cerebral 
edema and thus intracranial pressure; hypo- 
thermia depresses metabolic rate. 

3. Monitor and record heart rate and rhythm, 
blood pressure, and respiratory rate every 4 
hours. Hyperthermia may create hypoxia by 
increasing oxygen demand, which results from 
increased tissue metabolism (metabolism in- 
creases 7% with each f F increase). This 
also means faster breathing and rising pulse rate. 

4. Administer analgesics, antipyretics, and 
medications that prevent shivering, as indi- 
cated. Monitor effectiveness and record. Anti- 
pyretics help reduce fever. Shivering tends to 
retard lowering of body temperature. * 

5. Employ measures to reduce excessive fever 
when present: 

a. Remove blankets; place loincloth over 
patient. 

b. Apply ice bags to axilla and groin. 

c. Initiate tepid water sponge bath. 

d. Use cooling blanket if temperature rises 

above Cool patient to 

t 

6. Maintain hydration: 

a. Monitor intake and output. 



b. Administer parenteral fluids as ordered. * 

c. Determine patient's fluid preference. 
Keep oral fluids at bedside and encour- 
age patient to drink. These measures 
help maintain fluid balance. Keeping fluid 
preferences at bedside allows patient to 
actively participate in prescribed 
treatment. 

7. Maintain environmental temperature at a 
comfortable setting: 

a. Ensure that all metal and plastic surfaces 
that come into contact with patient's body 
are covered. 

b. Use warm blankets. 

c. Ensure that linen and clothing are clean 
and dry. Temperature of external environ- 
ment affects ease of body temperature 
regulation. 

8. Instruct patient and family or significant 
other regarding: 

a. signs and symptoms of altered body tem- 
perature 

b. precautionary measures to avoid hypo- 
thermia or hyperthermia 

c. adherence to other aspects of health 

(continued) 



t Numbers following oulcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Thermoregulation, ineffective 

related to trauma or illness 



Interventions and rationales (continued) Care plan notes 

care management lo help normalize tem- 
perature (dietary habits, measures to 
prevent increased intracranial pressure, 
etc.) 

d. Rationale for treatment. These measures 
allow patient to take active role in health 
maintenance. 

Documentation 

• Patient's needs and perceptions of current 
problem 

• Physical findings 

• Intake and output 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



©1993 Springhouse Corporation 



Care plan notes 



Thought process alteration 

related to loss of memory 




Definition 



Inability to process thoughts accurately and 
correctly 



Assessment 



• History of neurologic disorder, head injury, or 
psychiatric disorder 

• Neurologic status, including cognition, insight 
and judgment, memory, motor ability, orienta- 
tion, sensory ability 

• Sell-care status, including ability to perform 
activities of daily living; safety practices 

• Psychosocial status, including coping mech- 
anisms, family or significant other, occupation, 
personality, stressors (finances, job, marital 
discord) 



Defining characteristics 



• Altered attention span 

• Clinical evidence of impaired neurologic or 
psychiatric functioning 

• Decreased ability to grasp ideas 

• Disorientation to time, place, person, circum- 
stances, and events 

• Impaired ability to abstract or conceptualize 

• Impaired ability to calculate 

• Impaired ability to make decisions 

• Impaired ability to reason 

• Impaired ability to solve problems 

• Inability to follow instructions 

• Inappropriate social behavior 

• Memory deficit or problems 



Associated medical diagnoses (selected) 

Alzheimer's disease, anoxic encephalopathy, 
anxiety states, cerebrovascular accident, head 
injury, Korsakoff's psychosis, organic brain 
syndrome, psychiatric disorders 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains orientation to time, place, 
and person. (3,5) 

• Patient sustains no harm or injury. (1,4,7) 

• Patient maintains current health status. (1,2) 

• Patient and family or significant other voice 
feelings and concerns. (6,8,11) 

• Family or significant other communicates an 
understanding of care required by patient. 
(6,7,10) 

• Family or significant other demonstrates ap- 
propriate coping skills. (6,9,11) 

• Family or significant other identifies available 
health resources. (11) 

Interventions and rationales 

1 . Observe patient's thought processes every 
shift. Document and report any changes. 
Changes may indicate progressive improve- 
ment or decline in underlying condition. 

2. Perform prescribed treatment for underlying 
condition; monitor progress. Report any favor- 
able or adverse responses to treatment, to as- 
sess effectiveness of treatment. 

3. Orient patient to reality as needed, 
a. Call patient by name. 



b. Tell patient your name, 

c. Provide background information (place, 
time, date) frequently throughout the day, 
verbally and visually, using a reality ori- 
entation board. 

d. Orient patient to environment, including 
sights, sounds, and smells. Reality orien- 
tation techniques foster patient's aware- 
ness of self and environment. 

e. Keep items in the same places. Consis- 
tent, stable environment reduces confu- 
sion, decreases frustration, and aids 
successful completion of activities of 
daily living. 

f. Use TV or radio purposefully to augment 
orientation. Reality orientation techniques 
foster patient's awareness of self and en- 
vironment. 

g. Ask family or significant other to provide 
patient with photos (labeled with name 
and relationship on back), favorite be- 
longings, cards. Belongings promote 
sense of continuity and memory, and cre- 
ate sense of security and comfort. 

h. Protect from sensory overload; allow rest 
periods. Sensory overload may increase 



disability; frequent rest periods help avoid 
fatigue. 

4. Provide structured environment for patient. 
List daily routine and post in patient's room. 
Communicate patient's skill level to all person- 
nel to provide continuity and preserve level of 
independent functioning. 

5. Spend time daily with patient to encourage 
memories and discussion of past events. En- 
courage patient's participation in reminiscence 
groups. Remote memory may be intact. Dis- 
cussion of past events promotes sense of con- 
tinuity aids memory, and promotes feelings of 
security. Joining in reminiscence groups pro- 
vides diversional activity and may increase so- 
cialization skills. 

6. Correct patient privately for inappropriate 
behavior; walk patient to room or initiate an- 
other behavior. This avoids feelings of embar- 
rassment and frustration. Redirection and 
engagement in previously successful activities 
increase patient's sense of accomplishment 
and reinforce desirable behavior. 

7. Provide close supervision to prevent patient 
from wandering off or incurring harm. Instruct 

(continued) 



t Numbers following outcomes refer to interventions. 



Thought process alteration 

related to loss of memory 




Interventions and rationales (continued) 

family or significant other on how to maintain 
a safe home environment for patient. Patient 
may be unable to consider own safety needs 
or risks. Place patient's photo or name on 
door to room, to aid memory and help patient 
lind room. 

8. Encourage patient to voice feelings and 
concerns about loss of memory. This helps re- 
duce anxiety and ventilate frustrations, and 
promotes acceptance of need for supervision 
and treatment regimen. 

9. Help family or significant other develop the 
necessary coping skills to deal with patient. 
These are needed to deal with patient's neu- 
rologic or psychiatric impairment and the po- 
tential for deterioration in the patient's 
condition. 

10. Demonstrate reorientation techniques to 
family or significant other and provide time for 
supervised return demonstrations. Informed 
family or significant other will be better pre- 



pared to cope with patient with altered thought Care plan notes 
processes. 

11. Help family identify (or refer family to) 
community support group (stroke club, Alzhei- 
mer's group, etc.) to assist in coping with the 
effects of illness. 

Documentation 



• Patient's and family's or significant other's 
expression of concern and feelings about pa- 
tient's altered thought processes 

• Observations of patient's altered thought 
processes and response to treatment for un- 
derlying condition 

• Patient's response to nursing interventions 

• Instructions to family or significant other; 
their understanding of instructions and demon- 
strated ability to care for patient 

• Referrals made for the patient and family or 
significant other 

• Evaluations for each expected outcome. 
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Care plan notes 



Thought process alteration 

related to physiologic causes 




Definition 



Inability to process thoughts accurately and 
correctly 



Assessment 



• Reason for hospitalization 

• Mental status, including abstract thinking 
(ask patient to interpret a proverb); general in- 
formation (ask patient to name five states); in- 
sight concerning the present situation; judg- 
ment (ask patient to solve a simple problem); 
memory for recent and remote past; orienta- 
tion to person, time, and place 

• Neurologic status, including level of con- 
sciousness, motor ability, sensory ability 

• Sleep habits 

•Ability to perform activities of daily living 

• Safety hazards 

• Medication history 

• Dietary and nutritional status 

• History of alcohol consumption 



Defining characteristics 



•Altered attention span 

• Altered sleep patterns 

•Changes in remote, recent, or immediate 
memory 

• Cognitive dissonance 
•Confabulation 

• Decreased ability to grasp ideas 

• Delusions, 

• Disorientation in time, place, person, circum- 
stances, or events 

• Distractibility 

• Hallucinations 

• Impaired ability to make decisions 

• Impaired ability to reason, abstract, or con- 
ceptualize 

• Impaired ability to solve problems 

• Inaccurate interpretation of the environment 

• Inappropriate affect 

• Inappropriate social behavior 

• Presence of a physiologic cause for altered 
thought processes 



• Verbal report of limitations on usual thought 
processes 



Associated medical diagnoses 

Brain tumor; diabetic ketoacidosis; drug or al- 
cohol withdrawal; drug intoxication; head 
trauma; hypoxemia or hypercarbia of acute re- 
spiratory failure; malnutrition; sensory depriva- 
tion from isolation, prolonged bed rest, or 
traction; septicemia 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient remains safe and protected from in- 
jury. (1,4,7,8,11) 

• Patient maintains awareness of the need for 
assistance. (4,5,7,11) 

• Patient maintains orientation to person, time, 
and place. (2,3,6,7,9,13) 

• Patient performs activities of daily living with 
assistance. (10,11,12) 

• Laboratory values stay within normal 
range. (1) 

• Physiologic causes receive treatment, result- 
ing in restoration of thought processes. (2) 

• Family or significant other identifies partial or 
complete confusion. (13,14,15) 

• Family or significant other makes arrange- 
ments for home care. (16) 

Interventions and rationales 

1. Monitor the foliowing and record: vital signs 
every 4 hours; neurologic signs every shift; 
laboratory values daily (blood glucose and al- 
cohol, arterial blood gases, electrolytes). Vital 
signs assess patient for signs and symptoms 
of infection or complication. Neurologic as- 
sessment and laboratory studies may reveal 



progressive improvement or decline of under- 
lying condition. 

2. Carry out medical regimen to treat underly- 
ing causes of mental status deterioration. 
Medical regimen aims to alleviate causes of 
mental status deterioration.* 

3. Address patient by name. Tell patient your 
name. Reality orientation techniques foster 
patient's awareness of sell and environment. 

4. Give short, simple explanations to patient 
each time you do something, to avoid confu- 
sion and aid successful task completion. 

5. Schedule nursing care to provide quiet 
times. Rest periods help avoid sensory 
overload. 

6. Mention time, place, and date frequently 
throughout the day. Have a clock and a calen- 
dar where patient can easily see them; refer 
to these aids when orienting patient. Reality 
orientation techniques foster patient's aware- 
ness of self and environment. 

7. Keep patient's things in the same places to 
the extent possible. A consistent, stable envi- 
ronment reduces confusion and frustration, 
and aids successful completion of activities of 
daily living. 



8. Use appropriate safety measures to protect 
patient from injury. Avoid physical restraints if 
possible. Patient may be unable to consider 
own safety needs or risks. Restraints may agi- 
tate patient. 

9. Ask family or significant other to bring pho- 
tos (label with name and relationship on 
back), favorite articles, and cards. Familiar 
items help create a more secure environment 
lor patient. 

10. Plan patient's routine and be as consistent 
as possible in following it. A consistent daily 
plan aids task completion, and reduces confu- 
sion and frustration. 

11. Speak slowly and clearly. Allow ample 
time for patient to respond. This reduces con- 
fusion and frustration, and aids task comple- 
tion. 

12. Encourage patient to perform activities of 
daily living. Be patient and specific in provid- 
ing instructions. Allow time for patient to per- 
form each task. This enhances patient's self- 
esteem and helps prevent complications of in- 
activity. New skills or tasks should be limited 
to small, critical units to aid learning. Patient 

(continued) 



T Numbers Mowing outcomes relet to interventions. 



t Indicates doctor-ordered instruction. 



Thought process alteration [ 

related to physiologic causes 161b 



Interventio ns and rationales (continued) 

may need extensive supervision and repetition 
to master new tasks. 



Documentation 



• Patient's verbal responses 

• Observations of patient's behavior indicative 



1 3. Encourage family or significant other to of altered thought processes 
share stories and discuss familiar things with • Interventions that focus on helping patient 
patient. Remote memory often remains intact, maintain reality orientation 

Sharing stories and familiar things promotes • Responses of patient to nursing interventions 
sense of continuity, aids memory and creates • Evaluations for each expected outcome. 
a sense of security and comfort. 

14. Support family or significant other in at- Care plan notes 

tempts to interact with patient. Family or signif- 
icant others need positive reinforcement for 

visiting and attempting to interact with patient. 

15. Allow time before and after visits for 
spouse or significant other to express feelings. 
Expression of feelings in a supportive environ- 
ment is important in helping spouse or signifi- 
cant other cope with patient's illness. 

16. Refer family or significant other to appro- 
priate resources to plan for patient care after 
discharge. This helps provide a comprehen- 
sive approach to post-discharge care. 
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Care plan notes 



Tissue integrity impairment 

related to peripheral vascular changes 




Definition 



Damage to mucous membranes or to corneal, 
integumentary, or subcutaneous tissue 



Assessment 



• History of peripheral vascular disease or sur- 
gery 

•Age 
•Sex 

•Integumentary status, including color, skin 
care practices, temperature, tenderness, tex- 
ture, turgor, edema 

•Cardiovascular status, including blood pres- 
sure, cardiac output, occupation, patient and 
family history of cardiovascular disease, pe- 
ripheral pulses, smoking history 
•Nutritional status, including dietary patterns, 
laboratory tests, serum lipids level, serum pro- 
tein level, weight change from normal 

• Neurologic status, including motor function, 
sensory pattern 



Defining characteristics 



•Arterial insufficiency, including bruits, cool- 
ness, cyanosis or mottling; decreased or ab- 
sent peripheral pulses; delayed capillary filling; 
exertional limb pain relieved with rest; loss of 
hair on limbs; pallor on elevation of limbs; red- 
ness (rubor) on lowering of limbs; sensitivity to 
cold; thin, tight, shiny skin; thickened, brittle 
nails; ulceration on extremity 
•Venous insufficiency, including atrophy of 
skin and soft tissue; coldness and pallor of ex- 
tremities; edema of lower extremities; gan- 
grenous changes; leg pain during 
menstruation; nocturnal cramping: swollen, 
ropelike, or ruptured superficial leg veins 
•Neurologic changes, including paresis, par- 



Associated medical diagnoses i 

Buerger's disease (thromboangiitis obliterans), 
chronic or acute arterial insufficiency, preg- 
nancy, Raynaud's phenomenon, venous insuf- 
ficiency or venous stasis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient attains relief from immediate symp- 
toms (pain, ulcers, color changes, edema). 
(1,4,5,6,7) 

• Patient maintains collateral circulation. (2,3) 

• Patient voices intent to stop smoking. (4) 

• Patient voices intent to follow specific man- 
agement routines after discharge. 
(1,2,3,4,5,6,7) 

Interventions and rationales 

1. Provide scrupulous foot care. Administer 
and monitor treatments according to institu- 
tional protocols. Foot care prevents fungal in- 
fections and ingrown toenails, stimulates 
circulation, and promotes awareness of signs 
and symptoms that should be reported to doc- 
tor immediately. * 

2. Instruct patient to avoid pressure on popli- 
teal space. For example, say "Do not cross 
your legs or wear constrictive clothing." This 
avoids reducing arterial blood supply and in- 
creasing venous congestion. 

3. Encourage adherence to exercise regimen 
as tolerated. Exercise improves arterial circu- 



lation and venous return by promoting muscle 
contraction-relaxation. 

4. Educate patient about risk factors and pre- 
vention of injury. Refer patient to smoking ces- 
sation program. Teaching about factors 
influencing peripheral vascular disease and 
prevention of tissue damage helps prevent 
complications. 

5. Maintain adequate hydration. Monitor intake 
and output; record daily weights. Adequate 
hydration reduces blood viscosity and de- 
creases risk of clot formation. 

6. With venous insufficiency, apply antiembo- 
lism stockings or intermittent pneumatic com- 
pression stockings, removing them for 1 hour 
every 8 hours or according to institutional pro- 
tocol. Elevate patient's feet when sitting and 
elevate foot of bed 6" to 8" when lying down. 
These measures promote venous return and 
decrease venous congestion in lower extremi- 
ties.* 

7. With arterial insufficiency, elevate head of 
bed 6" to 8" when lying down. This increases 
arterial blood supply to extremities. 



Documentation 

• Patient's expressions of feelings about cur- 
rent situation 

• Observations of skin color, turgor, tempera- 
ture, ulcer size 

•Patient's response to nursing interventions 

• Evaluations for each expected outcome. 

Care plan notes 



t Numbers following outcomes reter lo interventions. 



} Indicates doctor-ordered instruction. 



Tissue integrity impairment 

related to physical, chemical, 
or electrical hazards during surgery 




Definition 



Damage to mucous membranes or to corneal, 
integumentary, or subcutaneous tissue 



Assessment 



• Reason for surgery 
•Type of surgery 
•Anticipated length of surgery 

•Health status, including age, sex, weight, vi- 
tal signs, temperature, nutritional status, integ- 
umentary status, cardiovascular status, 
neurologic status, respiratory status, psycho- 
social status 

• Mobility status, including range of motion 
•Patient's description of pain, numbness, 



•Laboratory studies, including hematocrit and 
hemoglobin, complete blood count, blood co- 
agulation studies, immunologic and serologic 
tests, electrolytes, urinalysis, liver function 
tests, serum protein levels 
•Wound classification (clean, clean-contami- 



nated, contaminated, dirty) 

•Allergies to medications, irrigation solutions, 



• Health history, including altered immunologic 
status, malnutrition, chronic metabolic or sys- 
temic disease (diabetes mellitus; cancer; car- 
diovascular, renal, or hepatic diseases; 
coagulation disorders: blood dyscrasias; or he- 
matopoietic diseases) 

•Current medical treatments, including radia- 
tion therapy, chemotherapy, steroid therapy, 
immunosuppressive therapy, anticoagulant or 
thrombolytic therapy, antibiotic therapy 
•Presence of infection, draining wounds, 
bruises, shear ulcers, pressure ulcers 

Defining characteristics 

•Blisters or blebs 
•Discoloration 
•Disrupted tissue 

• Edema 

• Erythema 



•Eschar 
•Exudate 



•Odor 
•Pain 

Associated m edical diagnoses Iselecled) 

Acquired immunodeficiency syndrome; alco- 
holism; anemia; cancer; cardiovascular dis- 
ease; dermatitis; diabetes mellitus; infection; 
leukemia; liver cirrhosis: neurologic disorders 
affecting sensory-motor function; obesity; re- 
spiratory disease; skin lesions 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feelings of comfort. 
(1,3,4,5) 

• Patient remains free from alteration in tissue 
integrity related to physical hazards. 
(1,2,4,5,6,7,8,14) 

• Patient remains free from alteration in tissue 
integrity related to chemical hazards. 
(1,2,9,10,11,12,13,15,16,17,18) 

• Patient remains free from alteration in tissue 
integrity related to electrical hazards. 
(1,2,19,20,21) 

Interventions and rationales 

1. Document and report results of preopera- 
tive nursing assessment. Identify factors that 
predispose patient to impaired tissue integrity. 
A complete nursing assessment allows lor de- 
velopment of an Individualized care plan. 

2. Classify the surgical wound according to 
the degree of contamination of wound and 
surrounding tissue. Classifying the surgical 
wound facilitates assessment of risk of wound 
infection and subsequent tissue injury. 

3. Use padding, special mattresses, and sup- 
port devices during surgery. These measures 



reduce undue pressure and decrease risk of 
impaired tissue integrity. 

4. Maintain environmental temperature at a 
comfortable setting. Offer blankets, if needed. 
A comfortable environment reduces shivering, 
muscle tension, and reactive pain. These met- 
abolic stressors can affect the rate of cellular 
repair. 

5. Monitor patient for signs of hypothermia 
(shivering, cool skin, pallor, piloerection, in- 
creased heart rate) to determine the need to 
implement warming measures. 

6. Warm prepping and irrigation solutions to 
prevent reduction in patient's temperature. 

7. For infants (age 1 year or less) use warm- 
ing unit and head covering. Infant thermoregu- 
latory mechanisms are immature and do not 
retain adequate body heat. 

8. When using pneumatic tourniquets, pad 
skin, place cuff so skin is free of wrinkles, set 
to proper pressure, and monitor inflation time. 
Improper tourniquet use can impair circulatory 
status of affected limb. 

9. Check patient history for sensitivity or al- 
lergy to prepping solution. Clean and prepare 
skin incision site with nonirritating solutions. 



Nonallergenic, physiologic prepping and 
cleansing solutions reduce risk of tissue reac- 
tion and injury. 

10. To avoid pooling of solutions, use towels 
or pads during prep. When using sprays, 
shield patient's face and eyes. Pooled solu- 
tions can produce skin maceration. Sprays 
may damage cornea and mucous membranes. 

11. Ensure adequate aeration of items steril- 
ized by ethylene oxide gas. Residual gas is 
toxic to tissue. 

12. Rinse chemosterilized items adequately. 
Residual chemosterilization solutions are toxic 
to tissue. 

13. Remove powder from gloves. Glove pow- 
der may cause granulomas and other reac- 
tions. 

14. Perform sponge, sharp, and instrument 
counts according to protocol; account for other 
items (bulldogs, umbilical tapes, vessel loops); 
and document results. Retained objects may 
produce foreign body reaction or injury to 
tissue. 

15. Follow manufacturer's instructions for ap- 
plying medications and chemical agents such 

(continued) 



t Numbers following outcomes reler lo interventions. 



Tissue integrity impairment 

related to physical, chemical, 
or electrical hazards during surgery 




Interventions and rationales (continued) 

as glutaraldehyde and methylmethacrylate. 
Agents may be toxic when applied directly to 
tissue. * 

16. Use physiologic solutions or prescribed 
medications (or irrigation or topical application, 
Nonphysiologic solutions may cause interstitial 
edema and cellular injury or death. 

17. Check label, route, dose, and expiration 
date of each medication with scrub nurse to 
reduce risk of error.* 

18. When administering medications, record 
drug, dosage, and route. Document verbal or- 
ders and have physician cosign. Documenta- 
tion helps to reduce medication errors. ' 

19. Inspect all electrical, mechanical, and air- 
powered equipment before use. Operate 
equipment according to manufacturers' in- 
struction to reduce chances of patient injury. 

20. Apply electrosurgical dispersive pad to 
clean, dry skin near operative site. Avoid bony 
prominences, hairy surfaces, scar tissue, or 



areas of poor circulation. Proper placement 
reduces risk of burn injury. 
21. When using hypothermia or hyperthermia 
blanket avoid creases, place sheet between 
skin and blanket, set and maintain correct 
temperature. Pad extremities during hypother- 
mia therapy. Proper use protects against tis- 
sue injury, 

Documentation 

• Results of preoperative nursing assessment 
•Surgical procedure 

•Type of anesthesia 

•Preoperative and postoperative diagnosis 
•Wound classification 

• Preexisting conditions that increase risk of 
tissue injury 

•Nursing interventions performed to protect 
tissue integrity 
•Medications administered 
•Patient's status on discharge to post anes- 
thesia care unit 



•Skin condition on discharge to post anesthe- 
sia care unit 

•Presence of lines, tubes, catheters, and 
drains 

•Type of wound closure and dressing 
•Evaluations for each expected outcome. 

Care plan notes 



i Indicates doctor-ordered instruction 
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Care plan notes 



Tissue integrity impairment 

related to radiation 



164 



Definition 



Damage to mucous membranes or to corneal, 
integumentary, or subcutaneous tissue 



Assessment 



• History ot radiation therapy or exposure 
•Age 

•Sex 

• Integumentary status, including color, distri- 
bution of hair, mucous membranes, skin care 
practices, temperature, tenderness, texture, 
turgor, scars, lesions, wounds 
•Nutritional status, including dietary patterns, 
weight change from normal 



Defining characteristics 



•Skin: blistered, dry, edemic, hairless, pruritic, 
moist, reddened, scaling, ulcerated, warm 



Associated medical diagnoses (selected) 

Radiation exposure occuring during cancer or 
keloid reduction therapy or accidental radiation 
exposure 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Irritation and breakdown of irradiated areas 
avoided. (1,2,3,4,5,6,7,8,9,10,12) 

• Ulcerated areas healed. 
(1,2,3,4,6,9,10,11,12) 

•Patient maintains adequate fluid and nutri- 
tional intake. (13,14) 

•Patient and family or significant other com- 
municate understanding of skin care regimen, 
medication use, and need for adequate fluid 
and nutritional intake. (15) 

Interventions and rationales 

1. Keep skin clean, dry, and exposed to air as 
much as possible to promote healing ot exco- 
riated areas and prevent infection. 

2. Avoid constrictive clothing to reduce risk of 
friction and decreased blood flow. Avoid expo- 
sure to sun to reduce risk of sunburn and pos- 
sible skin cancer. 

3. Avoid nonprescribed ointments, creams, 
and warm packs because they may increase 
skin irritation and possible radiation (if they 
contain heavy metals). 

4. Avoid extremes of hot and cold on affected 



skin areas to prevent further irritation and skin 
breakdown. 

5. Avoid vigorous scrubbing of irradiated areas 
to minimize skin breakdown. 

6. Use nonadhesive dressings to avoid pulling 
on affected skin. 

7. Provide oral hygiene as indicated to pro- 
mote comfort and reduce risk of infection. Use 
soft toothbrush to reduce risk of bleeding. 

8. Use cornstarch over unbroken areas to de- 
crease itching and friction. 

9. Provide regular change of position, bed cra- 
dle, or pressure-relieving devices, when indi- 
cated. These measures reduce friction and 
risk of skin breakdown on affected body parts. 

10. Inspect skin every shift. Report areas of 
breakdown and signs of infection to ensure 
early treatment. 

11. Follow institutional protocol for treating in- 
fected lesions. Administer creams, antibiotic 
ointments, and irrigation solutions, as ordered, 
and monitor effectiveness. Protocols are es- 
tablished to meet specific patient needs. * 

12. Administer analgesics as ordered, and 
monitor effectiveness. Analgesics reduce pain 
resulting from skin problems. * 



13. Consult dietitian to assist with diet, em- 
phasizing high protein, calories, vitamins, and 
minerals to promote tissue repair and prevent 
catabolism. Positive nitrogen balance pro- 
motes wound healing. 

14. Administer antiemetics as ordered to pro- 
mote patient comfort and adequate nutrition. 
Monitor effectiveness. ' 

15. Educate family and patient in skin care 
regimen, medication administration, and nutri- 
tional needs to promote compliance and main- 
tain tissue integrity. 

Documentation 

• Patient's expression of feelings 

• Physical findings 

• Interventions performed to prevent irritation 
or breakdown or to promote healing 
•Patient's response to nursing interventions 

• Patient's and family's or significant other's re- 
sponse to education 

• Evaluations for each expected outcome. 



t Numbers following oulcomes reler to interventions. 



t Indicates doctor-ordered instruction. 



Tissue perfusion alteration (cardiopulmonary) 

related to decreased cellular exchange 




Definition 



Decrease in cellular nutrition and respiration 
caused by decreased capillary blood flow 



Assessment 



• Health history, including presence of dia- 
betes mellitus, high cholesterol, hypertension, 
obesity, smoking, stressful life-style, family 
history of heart disease 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Cardiovascular status, including blood pres- 
sure; heart rate and rhythm; heart sounds; 
peripheral pulses; skin color, temperature, and 
turgor; hepatojugular reflux; jugular vein dis- 
tention: history of congenital heart disease or 
valvular disorder 

•Diagnostic tests, including chest X-ray, ECG, 
exercise ECG, echocardiogram, nuclear iso- 
tope studies, cardiac angiography 
•Respiratory status, including arterial blood 
gas levels, auscultation of breath sounds, 



respiratory rate and depth 

• Renal status, including intake and output, 
urine specific gravity, weight 
•Integumentary status, including cyanosis, 
pallor, peripheral edema 

Defining characteristics 

•Arrhythmias; ECG changes 
•Abnormal arterial blood gas levels 
•Chest pain with or without activity 
•Cold, clammy skin 
•Crackles 
•Cyanosis 

• Decreased or absent urine output 

• Decreased peripheral pulses 

• Elevated cardiac enzymes and isoenzymes 

• Fatigue 
•Hypotension 
•Mental status changes 

• Pallor of skin and mucous membranes 



•Edema 



•Rhonchi 

•Shortness of breath 
•Slow capillary refill time 
•Tachycardia 

•Variations in hemodynamic readings 

Associated medical diagnoses iseteciw) 

Adult respiratory distress syndrome, anaphy- 
lactic shock, anemia, aortic stenosis or insuffi- 
ciency, arteriosclerotic heart disease, cardiac 
tamponade, cardiogenic shock, chronic ob- 
structive pulmonary disease (COPD), conges- 
tive heart failure, coronary artery spasm, 
hypovolemic shock, lung abscess, mitral ste- 
nosis or insufficiency, neurogenic shock, peri- 
carditis, pneumonia, pulmonary artery infarct, 
pulmonary emboli, respiratory failure, septic 
shock 

Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomest 

• Patient attains hemodynamic stability. Pulse 

not less than beats/minute and not 

greater than beats/minute. Blood 

pressure not less than mm Hg and 

not greater than mm Hg. (1) 

•Patient does not exhibit arrhythmias. (1,4) 
•Skin remains warm and dry. (2) 

• Heart rate remains within prescribed limits 
while patient carries out activities of daily liv- 
ing. (6,7,9) 

• Patient maintains adequate cardiac output. 
(1,3,4,5,8) 

• Patient modifies life-style to minimize risk of 
decreased tissue perfusion. (6,7,9) 

Interventions and rationales 

1. Monitor and document vital signs (heart 
rate, blood pressure, and central venous pres- 
sure) every hour until stable, then every 2 
hours. Report any findings outside prescribed 
limits. Decreased heart rale, central venous 
pressure, and blood pressure may indicate in- 
creased arteriovenous exchange, which leads 
to decreased tissue perfusion. 

2. Monitor skin color and temperature every 



2 hours and assess for signs of skin break- 
down. Cool, blanched, mottled skin and 
cyanosis may indicate decreased tissue 
perfusion. 

3. Monitor respiratory rate and breath sounds. 
Document findings. Increased respiratory rate 
may indicate that the patient is compensating 
for tissue hypoxia. 

4. Monitor ECG for changes in heart rate and 
rhythm. Altered heart rate and rhythm may 
affect tissue perfusion and possibly indicate 
a life-threatening crisis. 

5. Maintain oxygen therapy, as ordered, to 
maximize oxygen exchange in alveoli and at 
cellular level. 

6. Encourage patient to change position and 
participate in activity, as condition permits, to 
enhance vital capacity and avoid lung conges- 
tion and onset of skin breakdown. 

7. Encourage frequent rest periods to con- 
serve energy and maximize tissue perfusion. 

8. Monitor creatine phosphokinase (CPK), lac- 
tic dehydrogenase (LDH), and arterial blood 
gas levels. Abnormal findings may indicate tis- 
sue damage or decreased oxygen exchange 
in lungs. 



9. Inform patient about: 

a. risk factors for heart and lung disease 

b. proper use of nitroglycerin 

c. proper use of medications and possible 
adverse reactions 

d. the benefits of a low-fat, low-cholesterol 
diet 

e. the need to avoid straining with bowel 
movements 

f. the benefits of quitting smoking 
Effective teaching encourages patient to take 
an active role in health maintenance. 

Documentation 

•Observations of physical findings 
•Observation of patient's response to activity 
•Verbal statements and behavior indicating 
patient's perception of health problems and 
health needs 

• Nursing interventions performed and patient 
response 

• Patient demonstration of skills associated 
with maintaining diet, adhering to medication 
regimen, maintaining activity level, and man- 
aging stress 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer to interventions. 



Tissue perfusion alteration (cerebral) 

related to decreased cellular exchange 




Definition 



Decrease in cellular nutrition and respiration 
caused by decreased capillary blood How 



Assessment 



•Vital signs 

• History of the event including the presenting 
problem, history of development, chief com- 
plaint, associated vascular problems, associ- 
ated psychosocial problems (which may 
contribute to behavioral changes) 
•Neurologic status, including level of con- 
sciousness; Glasgow Coma Scale score (eye 
response, motor response, verbal response); 
orientation; pupil size; response to light and 
accommodation; motor activity; strength, posi- 
tioning, and appearance of all four extremities; 
presence of reflexes (corneal, gag, swallow- 
ing, Babinski's); nuchal rigidity; weakness; 
numbness; headaches; dizziness; dysphagia; 
slurred speech; seizure activity; posturing; 
Cushing's Triad (increased systolic pressure, 



decreased diastolic pressure, decreased heart 
rate) 

•Respiratory status, including shallow or 
irregular breathing pattern 

Defining characteristics 

• Behavioral changes 
•Change in level of consciousness 
•Change in respiratory pattern 
•Dizziness 

•Dysphagia 

• Eye deviation 
•Headaches 

• Impaired gag reflex 
•Irritability 

• Lethargy 

• Memory loss 
•Nausea and vomiting 
•Orthostatic hypotension 

• Photophobia 

• Posturing 

• Pupillary changes 



•Seizures 
•Slurred speech 
•Tinnitus 

•Unilateral weakness or paralysis 
•Visual changes 

Associated medical diagnoses 

Acute head injury, cerebral edema, acute 
meningitis, arteriovenous malformation, cere- 
bral aneurysm, cerebrovascular accident, 
cerebral vasospasm, epidural hemorrhage, 
subtentorial herniation, subarachnoid hemor- 
rhage, subdural hemorrhage, supratentorial 
herniation, supratentorial shift, transient 
ischemic attack, tumors, ventricular bleed 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient maintains or improves current level of 
consciousness. (1,2,3,4,5,6,7,8,9,12,13,15) 

• Intracranial pressure remains between 

mm Hg and mm Hg. 

(2,3,4,6,9) 

• Blood pressure remains high enough to 
maintain cerebral perfusion pressure but low 
enough to prevent increased bleeding or 
cerebral swelling. (2,3,4,6,9) 

• Hypercarbia is prevented. (6) 
•Patient is free from pain.(2,3,4,6,9) 

• Patient stays in a quiet environment. (8) 

• Patient performs activities of daily living with 
maximum level of mobility and indepen- 
dence.(10,11) 

• Patient maintains balanced intake and out- 
put. (16) 

• Risk factors for altered cerebral perfusion 
and complications are reduced as much as 
possible. (4,5,9,12,14,16,17,18) 

Interventions and rationales 

1. Conduct a neurologic assessment every 
1 to 2 hours initially, then every 4 hours once 
the patient becomes stable, to screen for 



changes in level of consciousness and neuro- 
logic status. 

2. Take vital signs every 1 to 2 hours initially, 
then every 4 hours once the patient becomes 
stable, to detect early signs of decreased ce- 
rebral perfusion pressure or increased intra- 
cranial pressure. 

3. Take patient's temperature at least every 

4 hours. Hyperthermia causes increased intra- 
cranial pressure; hypothermia causes 
decreased cerebral perfusion pressure. 

4. Elevate head of patient's bed 30 degrees to 
prevent rise in intercerebral pressure and to 
facilitate venous drainage, thereby reducing 
cerebral edema. 

5. Keep head in neutral alignment to keep 
carotid flow unobstructed, thereby facilitating 
perfusion. 

6. If patient's score on the Glasgow Coma 
Scale is less than 10, hyperventilate patient 
on a ventilator in accordance with hospital pol- 
icy to increase oxygenation and prevent cere- 
bral swelling and hypercarbia. 

7. Monitor for Cushing's Triad, which is a sign 
of impending herniation. 

8. Keep environment and patient quiet. Sedate 



patient if necessary. Space nursing actions. 
These measures reduce increased intracranial 
pressure. 

9. If the patient has a potentially compromised 
airway, use antiemetics or nasogastric suction 
to prevent nausea and vomiting, which may 
lead to increased intracranial pressure and 
aspiration. 

10. Institute physical and occupational rehabil- 
itation to increase patient's ability for indepen- 
dent functioning. 

11. Prepare the patient's discharge plan to 
make sure the patient receives necessary re- 
habilitative care postdischarge. 

12. Maintain adequate nutrition to facilitate tis- 
sue healing, oxygenation, and metabolism. 

13. Maintain routine bowel and bladder func- 
tion and administer diuretics such as mannitol, 
as ordered, to prevent increased intracranial 
pressure. 

14. Monitor hematocrit and hemoglobin and 
report abnormalities to prevent ischemia. 

15. Take measures to ward off infection to 
prevent increased metabolic and oxygen 

(continued) 



t Numbefs following outcomes refer to interventions. 



Tissue perfusion alteration (cerebral) 

related to decreased cellular exchange 




Interventions and rationales 



(continued) 



demands that can interfere with the brain's 
metabolic needs. 

16. Measure accurate intake and output to 
prevent volume overload or deficit. 

17. Instruct patient and family members in 
ways to minimize risk factors for altered tissue 
perfusion, to increase probability that healthy 
adaptation will continue. 

18. Administer Hj-receptor antagonists, as 
ordered, to prevent the development of stress 
ulcers. 

Documentation 

•Observations of vital signs and neurologic 
findings 

•Intake and output 

• Patient's response to treatment of underlying 
condition 

•Medications administered and patient re- 
sponse 



•Nursing interventions performed and patient 
response 

• Family response to education and nursing 
interventions 

•Patient's response to physical and occupa- 
tional therapy 

• Evaluation of plan of care 

• Evaluations for each expected outcome. 



Care plan notes 



Care plan notes 



Tissue perfusion alteration (peripheral) 

related to reduced arterial blood flow 



168a 



• Nutritional status, including dietary patterns, • Skin: blanched when extremity raised above 
weight level ol heart, cool to touch, cyanotic with se- 

• Psychosocial status, including alcohol intake, vere disease, gangrenous, glossy, hairless, 
family support, history of smoking, occupation, pale, pruritic, slow-healing, trophic changes of 
stressors skin and nails, ulcerated 



Definition 

Decrease in cellular nutrition and respiration 
because of decreased capillary blood How 

Assessment 

• History of vascular problems and disease 
(self or family) 

•Age 
•Sex 

• Integumentary status, including color, condi- 
tion of nails, distribution of hair, lesions, tem- 
perature, texture, edema 
•Cardiovascular status, including blood pres- 
sure, capillary refill, clotting profile, Doppler 
studies, exercise test, heart rate and rhythm, 
pulses (brachial, femoral, pedal, peripheral, 
popliteal space, posterior tibial, radial), serum 
cnolesterol level, triglyceride levels, venogram 
or arteriogram 

• Neurovascular status, including activity toler- 
ance, mobility, sensation 



Defining characteristics 

•Anxiety 

•Atrial arrhythmias 
•Bruit(s) 

• Clinical evidence of interruption or reduction 
in arterial blood flow 

• Decreased mobility of joints 
•Diminished or absent peripheral pulses 

• Diminished sensitivity to pressure, tempera- 
ture, tissue trauma 

• Edema of extremities 

• Intermittent claudication 
•Irritability 

• Muscle wasting or weakness 

• Numbness, tingling 
•Obesity 



Associated medical diagnoses (selected) 

Acute: aortic aneurysm, atrial fibrillation, 
bacterial endocarditis, congestive heart failure, 
myocardial infarction 

Chronic: Buerger's disease, diabetes melli- 
tus, Leriche's syndrome, Raynaud's disease, 
Raynaud's phenomenon, rheumatoid arthritis, 
subclavian steal syndrome, systemic lupus er- 
ythematosus 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient expresses feeling of comfort or ab- 
sence of pain at rest. (1,2,3,19) 
•Arrhythmias avoided. (4) 

• Peripheral pulses present and strong. (5,19) 

• Skin color and temperature remain un- 
changed. (6,7,8,9) 

• Feet remain clean and free from pressure 
areas. (10) 

• Patient performs Buerger-Allen exercises. 
(11,12) 

• Patient loses lb(s)/week. 

(13,14,15,16) 

• Prothrombin time is 35 to 60 seconds. 
(17,18) 

• Patient practices relaxation techniques at 
least once every 8 hours. (20) 
•Ulcerated areas heal. (21) 

• Patient demonstrates ability to perform skills 
needed to follow prescribed care regimen. (22) 

• Patient identifies risk factors that exacerbate 
the problem. (16,22) 

• Patient maintains tissue perfusion and cellu- 
lar oxygenation. (1,4,6,12,13) 

•Patient reduces metabolic needs. (7,12,20) 



t Numbers following outcomes reler lo interventions. 



Interventions and rationales 

1. Elevate head of bed 30 degrees or place 
head of bed on 6" to 8" blocks to promote cir- 
culation to lower extremities. 

2. Change patient's position every 2 hours, to 
reduce risk of skin breakdown. 

3. Administer analgesics and monitor effec- 
tiveness, to help reduce ischemic pain. Re- 
cording effectiveness guides further analgesic 
administration! 

4. Monitor vital signs and heart rhythm every 
4 hours. Report development of rapid, irregu- 
lar pulse. Rapid, irregular pulse can cause de- 
creased cardiac output, which results in 
decreased tissue perfusion. 

5. Check peripheral pulses every 4 hours. 
Document presence or absence and intensity 
of each. Use an ultrasonic blood flow detector 
if one is available. Palpable, strong peripheral 
pulses indicate good arterial flow. Documenta- 
tion reveals changes from one assessment to 
the next. 

6. Assess skin color, temperature, and texture 
at least every 4 hours. Note, record, and re- 
port development of mottling or black-and-blue 
areas. Decreased tissue perfusion causes 



mottling; skin also becomes cooler and skin 
texture changes. 

7. Do not apply direct heat to extremities. 
Heat may be applied to the abdomen; this 
causes reflex dilation of arteries of lower ex- 
tremities. Directly heating extremities causes 
increased tissue metabolism; if arteries do not 
dilate normally, tissue perfusion decreases 
and ischemia may occur. 

8. Use light cotton blankets to cover legs. 
These provide insulation from cold but do not 
exert pressure on extremities. 

9. Use a bed cradle when patient has ulcera- 
tions or gangrene. This helps prevent heavy 
sheets and blankets from resting on affected 
extremities. 

10. Provide meticulous foot care daily: soak 
patient's feet in warm water; trim nails care- 
fully; rub feet with lanolin-based lotion; dry 
feet thoroughly; apply heel protectors; instruct 
patient to wear white cotton socks. These 
measures prevent cracking of dry skin and 
other complications. 

11. Teach patient to perform Buerger-Allen ex- 
ercises twice a day. Raise the affected ex- 

(continued) 

t Indicates doctor-ordered instruction. 



Tissue perfusion alteration (peripheral) 

related to reduced arterial blood flow 




Interventions and rationales (continued) 

tremity above heart level; hold lor 2 minutes. 
Lower the extremity to a dependent position, 
and hold for 3 minutes. Repeat. These exer- 
cises aid collateral circulation to the legs. 

12. Encourage ambulation to level of toler- 
ance, to encourage circulation to the 
extremities. 

13. Provide a diet low in saturated fat, to re- 
duce risk of atherosclerosis, which further de- 
creases circulation and tissue perfusion. * 

14. Reduce patient's caloric intake to promote 
weight reduction. Extra weight can stress the 
heart and decrease circulation. * 

15. Help patient set goals for weight reduction. 
This gives patient sense of control and pro- 
vides motivation. 

16. Consult dietitian to help patient modify 
eating patterns and habits. 

17. Administer anticoagulants, as ordered, to 
prevent thrombi. Thrombi and emboli can fur- 



ther reduce arterial circulation and decrease 
tissue perfusion, t 

18. Monitor clotting data, to guide administra- 
tion of anticoagulants. 

19. Administer vasodilators, alpha-blocking 
agents, and other medications, as ordered. 
Monitor effectiveness and document patient 
response. These agents aid vessel dilation, 
which promotes increased circulation. They 
work only if vessels are capable of dilating. * 

20. Teach relaxation techniques, to help im- 
prove vasodilation and help prevent vasocon- 
striction caused by anxiety. 

21. For patients with leg ulcers, follow the pre- 
scribed regimen. Collaborative practice en- 
hances overall patient care. * 

22. Educate patient about: 

a. foot care 

b. importance of exercise 

c. need for low-cholesterol, low-caloric diet 

d. need to avoid tight clothes, crossing of 
legs, and keeping legs dependent 



e. need to avoid vasoconstrictors (cold, 
stress, smoking) 

f. precautionary measures to prevent injury. 
These measures enable the patient and 
family or signilicant other to join actively 
in care, and allow patient to make more 
informed decisions about health status. 

Documentation 

• Patient's expressions of symptoms, such as 
pain, numbness, muscle weakness 

• Observations of physical findings 

• Nursing interventions performed for patient 

• Patient's response to nursing interventions 

• Patient's response to education 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 
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Care plan notes 



Tissue perfusion alteration (renal) 

related to decreased cellular exchange 




Definition 



Decrease in cellular nutrition and respiration 
caused by decreased capillary blood flow 



Assessment 



•Health history, including surgery, any condi- 
tion resulting in fluid volume depletion, or use 
of nephrotoxic drugs 

•Renal status, including color of urine, intake 
and output, presence of anuria or oliguria, 
urine specific gravity, weight 
•Cardiovascular status, including blood pres- 
sure, central venous pressure, hemodynamic 
readings, jugular filling, and presence of de- 
pendent edema, fluid retention, or palpitations 
•Respiratory status, including auscultation of 
breath sounds, respiratory rate and rhythm, 
shortness of breath 

•Neurologic status including level of con- 
sciousness, mental status, orientation, and 
evidence of decreased tolerance to activity, 
fatigue, weakness 



•Integumentary status, including color, mois- 
ture, and presence of edema and secondary 
ulcerations from edema 
•Nutritional status, including thirst, signs of 
anorexia 

•Laboratory studies, including blood urea ni- 
trogen (BUN), creatinine, creatinine clearance, 
hemoglobin, serum electrolytes, urine osmo- 
lality 

Defining characteristics 

•Abnormal serum electolyte levels 
•Dark, concentrated urine 
•Decreased hemoglobin levels 
•Decreased level of consciousness 
•Decreased urine osmolality 
•Decreased urine output 
•Elevated BUN, creatinine and creatinine 
clearance levels 
•Increased blood pressure 
• Peripheral edema 
•Shortness of breath 



•Weakness 
•Weight gain 

Associated medical diagnoses (selected) 

Acute: Acute renal failure, aortic aneurysm, 
disseminated intravascular coagulation (DIC), 
hemorrhage, myocardial infarction, renal cal- 
culi, shock, sickle cell crisis 
Chronic: Chronic renal failure, diabetes melli- 
tus, nephrotoxic drug poisoning, polycystic 
kidney disease 



Turn card over to find EXPECTED OUTCOMES. 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient maintains fluid balance. (1,2,3,4,5) 

• Patient maintains urine specific gravity within 
normal limits (specify). (6) 

• Patient's weight does not fluctuate. (3) 
•Patient reports increased comfort. (8,9,13) 

• Patient maintains hemodynamic stability. (7) 

• Patient identifies risk factors that exacerbate 
decreased tissue perfusion and modifies life- 
style appropriately. (10,11) 

• Patient communicates understanding of 
medical regimen, medications, diet, and activ- 
ity restrictions. (8,9,10,11,12,13) 

Interventions and rationales 

1. Monitor and document intake and output 
every 1 hour until output is greater than 30 ml/ 
hour, then every 2 to 4 hours. If the patient 
doesn't have a history of renal disease, urine 
output is a good indicator of tissue perfusion. 
Decreased or absent urine output usually indi- 
cates poor renal perfusion. 

2. Document urine color and characteristics. 
Report any changes. Concentrated urine may 
indicate poor kidney function or dehydration. 

3. Monitor and document weight daily (before 



breakfast). Weighing patient helps predict 
overall fluid status. Weight gain may indicate 
fluid overload. Weighing at regular times gives 
better indication of weight changes. 

4. Assess for presence of dependent edema. 
Dependent edema may indicate lack of kidney 
function. 

5. Observe voiding patterns to note deviations 
from normal. 

6. Monitor urine specific gravity, serum elec- 
trolytes, BUN, and creatinine. Rising levels 
may indicate decreased kidney function. 

7. Monitor hemodynamic status and vital 
signs. Notify doctor of any changes. An in- 
crease from baseline may indicate fluid over- 
load caused by lack of kidney function. 

8. Explain reasons for therapy and its in- 
tended effects to patient and family, to encour- 
age patient to take an active role in health 
maintenance. 

9. Allow for frequent rest periods to enable pa- 
tient to conserve energy. 

10. Refer patient to dietician for special diet 
for renal impairment to help patient avoid 
foods that place increased demands on kid- 
neys. 



11. Instruct patient to check with doctor be- 
fore taking over-the-counter (OTC) medica- 
tions. OTC medications may be nephrotoxic. 

12. Administer low-dose dopamine, as or- 
dered, to dilate renal arteries and encourage 
tissue perfusion. * 

13. Provide patient and family with psychologi- 
cal support if renal failure proves to be chronic 
to encourage healthy adaptation. 

Documentation 

• Patient's expressions of concern over symp- 
toms of decreased tissue perfusion 

•Vital signs, intake and output, level of con- 
sciousness and other clinical findings 

• Nursing interventions performed to maintain 
fluid balanace and hemodynamic stability 

• Patient's response to nursing interventions 

• Patient's response to education 

• Evaluations for each expected outcome. 



t Numbers following oulcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Tissue perfusion alteration (gastrointestinal) 

related to decreased cellular exchange 




Interventions and rationales (continued) Care plan notes 

sis. Such medications may contribute to 
decreased perfusion. 

17. Teach patient to rest after meals to allow 
adequate blood circulation, thereby assuring 
oxygen supply for increased metabolic de- 
mands. 

Documentation 



•Observations of physical findings 
•Results of laboratory studies 
•Intake and output 

• Nursing interventions to treat altered tissue 
perfusion 

•Patient's and significant other's response to 



•Effectiveness of nursing interventions 
•Stool characteristics, including color, consis- 
tency, and presence of occult blood 
• Evaluations for each expected outcome. 



Care plan notes 



Incontinence, functional 

related to cognitive deficits 




Interventions and rationales (continued) 

h. Teach family members and support per- 
sonnel to assist, thus reducing anxiety 
that results from noninvolvement and in- 
creasing chances tor successful treat- 
ment. 

i. Respond to patient's call light promptly to 
avoid delays in voiding routine. 

j. Choose patient's clothing to promote 
easy dressing and undressing. (For ex- 
ample, use Velcro fasteners and gowns 
instead of pajamas.) This reduces pa- 
tient's frustration with voiding routine. 

4, Schedule patient's fluid intake to encourage 
voiding at convenient times. Maintain ade- 
quate hydration up to 3,000 ml daily, unless 
contraindicated. Optimum time interval be- 
tween voiding is based on reasonable disten- 
tion of bladder. Limit fluid intake to 150 ml 
after dinner to reduce need to void at night. 

5. Instruct patient and family or significant 
other on continence techniques to be used at 



home, to increase t 
der retraining. 

6. Encourage patient and family or significant 
other to share feelings related to incontinence. 
This allows specific problems to be identified 
and resolved. Attentive listening conveys rec- 
ognition and respect. 

7. Refer patient and family or significant other 
to psychiatric liaison nurse, visiting nurse's as- 
sociation, or support group to provide access 
to additional community resources. 

Documentation 

• Observations of incontinence and response 
to treatment regimen 

• Interventions to provide supportive care and 
patient's response to supportive care 

• Instructions given to patient and family or 
significant other; return demonstration of 
knowledge and skills needed to carry out con- 
tinence i 



• Patient's expression of concern about incon- 
tinence and motivation to participate in self- 
care 

• Evaluations for each expected outcome. 
Care plan notes 
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Tissue perfusion alteration (gastrointestinal) 

related to decreased cellular exchange 




Definition 



Decrease in cellular nutrition and respiration 
caused by decreased capillary blood flow 



Assessment 



•Vital signs 

•Gl status, including abdominal distention; 
nausea and vomiting; usual bowel habits; 
change in bowel habits; stool characteristics 
(color, consistency): presence or absence of 
occult blood; history of Gl problems, disease, 
or surgery; pain; inspection of abdomen; pal- 
pation for tenderness; auscultation of bowel 
sounds; abdominal girth 

• Nutritional status, including dietary intake, 
change from normal diet, current weight, 
change from normal weight 

• Laboratory studies, including complete blood 
count, serum electrolytes, liver profile 

• Medications (especially those with vasocon- 
strictive properties) 



Defining characteristics 

•Absence of bowel sounds or change in their 
sound or frequency 

•Abdominal pain associated with recently 
eaten meals 
•Ascites or fluid wave 

• Constipation 

•Decrease in hematocrit and hemoglobin 
levels 

• Diarrhea 

•History of recent abdominal surgery or blunt 
abdominal trauma 

• Increase in white blood count or sedimenta- 
tion rate 

• Nausea 

• Presence of occult blood 

• Recent weight loss or gain 
•Vomiting 



Assoc iated medical diagnoses (selected) 

Crohn's disease, duodenal ulcers, esophageal 
varices, Gl cancer, Gl hemorrhage, hepatic 
failure, hypovolemic liver failure, pancreatitis, 
paralytic ileus, small bowel obstruction, ulcer- 
ative colitis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 



1. Monitor intake and output every 4 hours to 
prevent hypovolemia, which may cause poor 
perfusion and subsequent ischemia. 

2. Monitor patient's vital signs with tempera- 



ture every 4 hours to detect possible hypovo- 
lemia and screen lor infection. 

3. Monitor for increased abdominal tenderness 
to detect early signs of increased ischemia. 

4. Monitor bowel sounds and report changes. 
Changes in bowel sounds may signal impend- 
ing obstruction or a return to normal bowel 
function. 

5. Monitor complete blood count, serum elec- 
trolytes, and liver functions daily, as ordered, 
to detect ischemia caused by low hematocrit 
and hemoglobin, monitor for improvement in 
organ function, and screen for infection. 

6. Administer prescribed pain medications 
sparingly. Many narcotics decrease gastric 
motility. If possible, use pain distraction tech- 
niques to provide pain relief with nonpharma- 
cologic methods. 

7. Implement nasogastric suction to eliminate 
nausea and vomiting, thereby reducing the 
risk of inflammation. 

8. Establish bowel regimen to prevent consti- 
pation. 

9. When appropriate, provide alternative meth- 
ods of nutrition such as total parenteral nutri- 



tion, to allow bowel rest and recovery and to 
prevent ischemic episodes after meals. 

10. Start enteral feedings slowly and increase 
them gradually to allow recovering bowel to 
adapt to increased tissue demands. 

11. Teach patient and significant other about 
dietary habits that may have contributed to 
poor perfusion to prevent future episodes of 
altered Gl tissue perfusion. 

12. Encourage patient to eat small, frequent 
meals to increase fluid intake and to eat more 
high-fiber foods, such as cruciferous vegeta- 
bles and whole grains, to prevent constipation 
and potential obstruction. 

13. Teach patient the importance of routine 
exercise. Routine exercise stimulates peristal- 
sis. 

14. Instruct patient to limit alcohol and fat 
intake to preserve adequate liver function. 

15. Teach patient to check all stools for occult 
blood to monitor for blood loss which may 
indicate anemia. 

16. Encourage patient to discuss with doctor 
the need to avoid medications with vasocon- 
strictive properties or which decrease peristal- 

(conlinued) 



• Intake and output remain within normal 
limits. (1) 

•Normal bowel function returns. 
(4,7,8,9,10,11,12,13,16,17) 

• Nausea and vomiting are eliminated. (7) 
•Patient and significant other express under- 
standing of need to modify dietary habits. 
(11,12,14,17) 

• Patient discusses possible need to alter 
medication regimen with doctor. (16) 
•Patient expresses understanding of benefits 
of regular exercise in maintaining routine 
bowel habits. (13) 

•Abdominal pain subsides. (3,6) 
•Laboratory values return to normal. (5,14) 
•Vital signs remain stable. (2) 

• Patient expresses understanding of need to 
check stools for occult blood. (15) 

Interventions and rationales 



t Numbers followng outcomes refer to interventions. 



Tissue perfusion alteration (specify) 

related to hypovolemia 




Definition 

Decrease in cellular nutrition and respiration 
because of decreased capillary blood How 

Assessment 

• History of trauma, surgery, or condition re- 
sulting in fluid volume depletion 

• Cardiovascular status, including blood pres- 
sure, capillary refill, central venous pressure, 
ECG, heart rate and rhythm, heart sounds, 
hemoglobin and hematocrit, jugular filling, pe- 
ripheral pulses, tilt test 

• Respiratory status, including breath sounds, 
respiratory rate and rhythm 

• Renal status, including intake and output, 
urine specific gravity, weight 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Integumentary status, including color, mois- 
ture, temperature, turgor 



Defining characteristics 



• Absent or diminished pulses 

• Anxiety 

• Clinical evidence of blood and fluid volume 
depletion 

• Cool, clammy skin 

• Decreased blood pressure 

• Decreased cardiac output 

• Decreased central venous pressure 

• Decreased urine output 

• Increased pulse rate 

• Increased systemic vascular resistance 

• Persistent bleeding 

• Poor skin turgor 

• Respiratory difficulties 

• Rhonchi, crackles 



Associated medical diagnoses i 

Abruptio placentae; anemia; congestive heart 
failure; dehydration (loss of plasma volume); 
disseminated intravascular coagulation; Gl 
bleeding; hemorrhage; hemothorax; hypovo- 
lemic shock; multisystem trauma; placenta 
previa; postoperative hypovolemia; pulmonary 
edema; renal failure; septic shock; sponta- 
neous or therapeutic abortion; third-space 
fluid shifts in burns, bowel obstruction, and 
severe peritonitis; thrombosis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains hemodynamic stability: 

Pulse greater than , less than 

; systolic blood pressure greater than 

; central venous pressure greater 

than ; mean arterial pressure greater 

than (1,5,9) 

• Patient maintains fluid balance; intake 
equals output. (3,5,9) 

• Patient maintains urine specific gravity within 
normal parameters. (8) 

• Patient maintains respiratory rate within ± 5 
of baseline. (2,7) 

• Patient maintains skin integrity. (10) 

• Patient remains oriented to time, place, and 
person, (11) 

•Crackles and rhonchi avoided. (5,7) 

• Circulation improves. (4,5,6) 

• Hemoglobin, hematocrit, white blood cell 
count, and coagulation studies remain within 
normal parameters. (12) 

• Patient communicates understanding of 
medical regimen, diet, medications, and activ- 
ity restrictions. (13) 



t Numbers following outcomes refer lo interventions. 



Interventions and rationales 

1. Monitor heart rate and rhythm, central ve- 
nous pressure, and blood pressure every hour 
until stable, then every 2 hours; record and re- 
port any changes above or below figures 
noted in Expected Outcomes. Monitor skin 
color and temperature every 2 hours. De- 
creased heart rale, decreased central venous 
pressure, and decreased blood pressure can 
indicate hypovolemia, which leads to in- 
creased tissue perfusion. Cool and blanched 
or mottled skin are clinical signs of decreased 
tissue perfusion. 

2. Monitor respiratory rate and depth every 
hour until stable, then every 2 to 4 hours. Re- 
cord and report changes as noted in Expected 
Outcomes. Increased respiratory rate is a 
compensatory mechanism in tissue hypoxia 
which may result from decreased tissue 
perfusion. 

3. Measure and record urine output every 
hour until greater than 30 ml/hour, then every 
2 to 4 hours. Poor renal perfusion results in 
decreased or no urine output. Urine output is 
a good indicator of tissue perfusion in ab- 
sence of previous history of renal disease. 



4. Perform appropriate measures to treat un- 
derlying cause of hypovolemia. Underlying 
cause must be treated to prevent continued or 
worsening hypovolemia.* 

5. Administer fluid or blood as ordered. Moni- 
tor for such adverse reactions as fluid over- 
load or transfusion reactions. Vigorous fluid or 
blood resuscitation can cause fluid overload, 
cardiac decompensation, or both. Transfusion 
reactions can occur during blood administra- 
tion and may further compromise the patient's 
condition, t 

6. Initiate measures to help improve perfusion: 

a. Keep warm, but do not overheat. Warmth 
aids vasodilation, which improves tissue 
perfusion. 

b. Relieve anxiety and pain. Anxiety and 
pain can cause a sympathetic reaction 
which results in vasoconstriction and de- 
creased tissue perfusion. 

c. Elevate lower extremities, to increase ar- 
terial blood supply and improve tissue 
perfusion. 

7. Perform pulmonary toilet as ordered; follow 
institutional policies. Properly performed put- 

(continued) 

t Indicates doctor-ordered instruction. 



Tissue perfusion alteration (specify) 

related to hypovolemia 




Interventions and ra tionales (conlinued) 
monary toilet helps prevent pulmonary edema, 
respiratory complications, and possible respi- 
ratory failure. 

8. Test urine specific gravity every shift; re- 
cord and report abnormalities. Concentrated 
urine with an increased specific gravity is an 
indicator of hypovolemia, 

9. Weigh patient daily before breakfast; record 
weight. Weighing patient daily helps predict to- 
tal fluid status; weighing at regular times gives 
better indication of weight changes. 

10. Provide regular change of position; follow 
turning schedule; inspect skin every shift; re- 
cord and report any potential areas of break- 
down. These measures avoid decreased 
tissue perfusion and risk of skin breakdown. 

11. Observe patient for confusion or disorien- 
tation. Reorient to reality frequently: call pa- 
tient by name, tell patient your name, orient to 
surroundings (sounds, smells, sights). 
Changes in level of consciousness may result 



from decreased tissue perfusion. Reorienta- 
tion helps patient recall person, place, and 
time and may also reduce fear and anxiety. 

12, Monitor hemoglobin, hematocrit, white 
blood cell count, and coagulation studies. Fre- 
quency will depend on the severity of the pa- 
tient's problem. Monitoring helps establish 
blood replacement needs, fluid status, blood 
viscosity level, ant IC03QUI ation therapy param- 
eters, and possible infection, t 

13. Educate patient in medical regimen (diet, 
medications, activity restrictions). This allows 
patient to take an active role in health mainte- 
nance. 

Documentation 

• Patient's expression of concern about hemo- 
dynamic status 

• Observations of vital signs, intake and out- 
put, status of skin, and level of orientation 

• Patient's response to nursing interventions 



• Instructions about diet, monitoring, and med- 
ical regimen 

• Evaluations for each expected outcome. 
Care plan notes 



t Indicates doctor-ordered instruction. 
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Care plan notes 



Tissue perfusion alteration (venous) 

related to reduced venous blood flow 




Definition 

Decrease in cellular nutrition and respiration 
because of diminished venous blood How 

Assessment 

•History of vascular problems or disease (self 



•Sex 

• Medication history 

• Integumentary status, including color, condi- 
tion of nails, distribution of hair, lesions, tem- 
perature, texture 

• Cardiovascular status, including capillary re- 
fill, clotting profile, Doppler studies, exercise 
test, heart rate and rhythm, pulses (brachial, 
femoral, pedal, peripheral, popliteal, posterior 
tibial, radial), serum cholesterol level, triglycer- 
ide levels, venogram or arteriogram 
•Neurovascular status, including activity toler- 
ance, mobility, sensation 



•Nutritional status, including dietary patterns, 
weight 

• Psychosocial status, including alcohol intake, 
family support, history of smoking, occupation, 
stressors 

Defining characteristics 

• Clinical evidence of interruption or reduction 
of venous blood flow 

• Positive Homans' sign 

• Prominence of superficial veins 

• Skin: redness along course of vein, swelling 
around inflamed area, warm or hot to touch 
•Tenderness and pain in affected extremity 



Associated medical diagnoses (selected) 

Abdominal tumors, chronic venous insuffi- 
ciency, cirrhosis, hepatic failure, malignant as- 
cites, oral contraceptive use, pregnancy, 
pulmonary embolus, sickle-cell crisis, throm- 
bocytopenic purpura, thrombophlebitis (super- 
ficial or deep), varicose veins. Also any 
condition requiring prolonged bed rest, multi- 
ple venipunctures, or long-term I.V. therapy 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Embolization of thrombi avoided. 
(1,2,3,4,5,6,7) 

• Inflammation lessened and venous blood 
flow improved. (6,7,8,9,10,11,12,13) 
•Clotting studies remain within therapeutic 
range. (4,5) 

•Patient explains reasons for measures being 
used to prevent pooling of blood in lower ex- 
tremities. (7,8,9,10,11,12,13) 
•Patient moves bowels without straining. (14) 

• Patient demonstrates ability to perform skills 
needed for prescribed care regimen. (15) 
•Patient identifies risk factors that exacerbate 
the problem. (15) 

Interventions and rationales 

1. Monitor and record temperature, pulse, res- 
piration, and blood pressure at least every 4 
hours. Accurate monitoring of vital signs helps 
identify pulmonary embolus, which may in- 
crease respiratory rate, pulse rate, and blood 
pressure. 

2. Auscultate and record breath sounds every 
4 hours. Decreased, absent, or adventitious 



breath sounds may result from pulmonary em- 
bolus. 

3. Observe for development of pulmonary em- 
boli. Report immediately any increase in tem- 
perature, pulse, or respiratory rate; complaints 
of dyspnea, cough, hemoptysis; or the devel- 
opment of crackles or red, frothy sputum. Re- 
port any decrease in blood pressure. 
Embolization of thrombi from deep veins (legs 
and pelvis) frequently causes pulmonary em- 
bolus. 

4. Monitor clotting profile, as ordered. This 
guides anticoagulant therapy and indicates 
potential for clot formation. * 

5. Administer anticoagulant therapy, monitor 
effectiveness, and observe for bleeding (epi- 
staxis, bleeding gums, petechiae). This re- 
duces further thrombosis by preventing clot 
propagation. 

6. Measure and compare size of calves every 
4 hours. Venous pooling and stasis can cause 
fluid to move into interstitial space to cause 
edema. 

7. Apply antiembolism stockings or intermittent 
pneumatic compression stockings, as ordered. 



Remove stockings for 1 hour every 8 hours or 
according to policy. These may decrease ve- 
nous stasis, but they can also cause edema 
from constriction. Monitor their use closely. * 

8. Apply moist heat to affected extremity, as 
ordered (may be contraindicated in chronic ve- 
nous insufficiency.) Moist heat may aid vasodi- 
lation, reduce vasospasm, and enhance 
venous return. 

9. Elevate affected extremity. Avoid using pil- 
lows under knees. Do not use a knee gatch, 
and explain the reasons for not using it to the 
patient. Elevation aids venous return; pillows 
or knee gatch hinder venous return because 
they elevate knees above the feet. 

10. Instruct patient not to cross legs or lie in 
fetal position. Explain the importance of re- 
membering not to cross legs. Crossing legs 
constricts popliteal vessels, thus reducing ve- 
nous return and promoting venous stasis. 

11. Increase patient's activity, as ordered. This 
helps prevent venous pooling and stasis and 
promotes venous return. * 

12. Urge patient to elevate legs when sitting in 
a chair; be sure to support entire length of 

(continued) 



t Numbers following oulcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



Tissue perfusion alteration (venous) 

related to reduced venous blood flow 




Interventions and rationales 



(continued) 



legs. Elevating legs aids venous return. Sup- 
porting entire leg ensures blood flow. 

13. Encourage patient to walk. Discourage 
prolonged standing in one place. Walking pro- 
motes venous blood flow by causing muscles 
to compress veins. Standing promotes venous 
stasis. 

14. Use stool softeners to avoid constipation 
and straining during bowel movement. Valsal- 
va's maneuver, used in straining during bowel 
movement, decreases venous blood return. 

15. Educate patient regarding the following: 
a. anticoagulant therapy and the impor- 
tance of having blood work done as or- 
dered; dietary precautions while on 
anticoagulant therapy (for example, 
minimizing green leafy vegetables if on 
oral agent); and the need to report 
bleeding gums and blood in urine, se- 
cretions, etc. Leafy vegetables contain 
vitamin K. which inhibits anticoagulants 



such as Coumadin. * 

b. use of antiembolism stockings or intermit- 
tent pneumatic compression stockings 

c. avoidance of crossing legs, wearing con- 
strictive clothing, or standing in one place 

d. importance of protecting extremities from 
injury. Education allows patient and family 
or significant other to take active role in 
health maintenance. 

Documentation 

• Patient's expression of feelings about hospi- 
talization and current situation 

• Observations of physical findings 

• Clotting profile 

•Administration of anticoagulant therapy, in- 
cluding side effects 

• Nursing interventions performed to promote 
circulation to lower extremities 

• Patient's response to nursing interventions 

• Patient's response to education 

• Evaluations for each expected outcome. 



Care plan notes 



t Indicates doctor-ordered instruction 
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Care plan notes 



Trauma, high risk for 

related to external factors 
(environmental, physical, chemical agents) 




Definition 



Accentuated risk of accidental tissue injury 
such as burns or fractures 

Assessment 

• Health history, including accidents, allergies, 
exposure to pollutants, falls, hyperthermia, hy- 
pothermia, poisoning, sensory or perceptual 
changes (auditory, gustatory, kinesthetic, ol- 
factory, tactile, visual), seizures, trauma 

• Circumstances of present situation that 
might lead to injury from surgery or from 
chemical, physical, or human agents 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Laboratory studies, including clotting factors, 
hemoglobin and hematocrit, platelet count, 
white blood cell count 



Risk factors 

•Bathtub lacks handgrip or anti-slip equip- 
ment 

•High bed 

•Inappropriate or broken call-for-aid mecha- 
nism for patient on bed rest 

• Litter or liquid spills on floor 

• Loose connections on invasive monitoring 
devices 

• Patient contact with intense cold 

• Patient sliding on coarse bed linens or strug- 
gling with bed restraints 

•Patient smoking in bed or near oxygen 
•Slippery floors (wet or highly waxed) 

• Unlighted rooms or corridors 
•Unsteady chairs 



Associated medical diagnoses iseiecieai 

Acute head injury, Alzheimer's disease, brain 
tumor, burns, cerebrovascular accident, drug 
overdose, fractures, hemophilia, Meniere's dis- 
ease, multiple sclerosis, multisystem trauma, 
organic brain syndrome, Parkinson's disease, 
posttraumatic head injury, sedation or place- 
ment under general anesthesia, spinal cord in- 
jury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



•Patient avoids injury. (1,2,3,4,5,6,7,8,9,10) 

• Patient states understanding of safety pre- 
cautions. (11) 

• Patient uses assistive devices correctly 
(walker or cane, for example). (11) 

Interventions and rationales 

1. Observe, record, and report falls, seizures, 
and unsafe practices. Accurate assessment 
promotes appropriate interventions; documen- 
tation ensures continuity of care. 

2. Monitor and record respiratory status. 
Trauma increases respiratory rate; other respi- 
ratory effects depend on nature of trauma. 

3. Monitor and record neurologic status. This 
assessment reflects all levels of nervous 
system. 

4. If a seizure occurs, remain with the patient, 
loosen restrictive clothing, and protect the pa- 
tient from environmental hazards. Do not re- 
strain the patient or pry the mouth open. Keep 
an oral airway at bedside. Maintain a patent 
airway. Turn the patient to the side after the 
seizure stops and suction if secretions occlude 
the airway. Record seizure characteristics 



such as onset, duration, and body movements. 
Reorient the patient to surroundings and allow 
a rest period. Remaining with the patient pro- 
vides safety and information for the accurate 
documentation of the episode. Loosening the 
clothing and proper positioning may prevent 
further harm. 

5. Keep side rails up at all times to protect the 
patient and provide a sense of security. 

6. Keep the bed in a low position except when 
providing direct care. This minimizes the ef- 
fects of a possible fall. 

7. Emphasize the importance of asking for 
help before getting up. Patient may be weak- 
ened by illness or injury. 

8. Help the debilitated, weak, or unsteady pa- 
tient get out of bed. Ensure that the floor is 
dry and that furniture and litter are out of the 
way. This helps protect the patient from falling. 

9. When using soft restraints, do not secure 
them too tightly to avoid giving the patient skin 
burns. 1 

10. Use leather restraints when indicated and 
pad them well before applying. Release each 
extremity on a rotation basis every hour; 
check for skin burns. Such restraints should 



be used only when other kinds are ineffec- 
tive.* 

11. Instruct the patient and family or signifi- 
cant other in safety practices, such as correct 
use of walker, crutches, or cane. These en- 
able the patient and family or significant other 
to take an active role in health care and main- 
tain safe environment. 

Documentation 

• Patient's statements that indicate potential 
for injury 

•Physical findings 

•Observations or knowledge of unsafe prac- 
tices 

•Interventions performed to prevent injury 
•Patients response to nursing interventions 
•Evaluations for each expected outcome. 



t Numbers following oulcomes refer to interventions. 
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Trauma, high risk for 

related to internal factors 




Definition 



Accentuated risk of accidental tissue injury 
such as burns or fractures 



Assessment 



• Health history, including accidents, allergies, 
exposure to pollutants, falls, hyperthermia, hy- 
pothermia, poisoning, sensory or perceptual 
changes (auditory, gustatory, kinesthetic, ol- 
factory, tactile, visual), seizures, trauma 

• Circumstances of present situation that 
might lead to injury 

• Neurologic status, including level of con- 
sciousness, mental status, orientation 

• Laboratory studies, including albumin/globu- 
lin, clotting factors, hemoglobin and hemato- 
crit, platelet count, white blood cell count 



Risk factors 



• Balancing difficulties 
•Malnutrition 

• Poor vision 

• Reduced large or small muscle coordination 

• Reduced tactile sensation 

• Reduced temperature 
•Weakness or fatigue 



Associated medical diagnoses (selected) 

Acute head injury, Alzheimer's disease, brain 
tumor, burns, cerebrovascular accident, hemo- 
philia, Meniere's disease, multiple sclerosis, 
multisystem trauma, organic brain syndrome, 
osteoporosis, Parkinson's disease, posttrau- 
matic head injury, sedation or placement un- 
der general anesthesia, seizure disorder, 
spinal cord injury, thrombocytopenic purpura 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient avoids injury. (1,2,3,4,5) 

• Patient voices need for understanding safety 
precautions. (6,7) 

• Patient uses safety devices correctly (walker 
or cane, for example). (6,7) 

Interventions and rationales 

1. Observe, record, and report falls, seizures, 
unsafe practices. Accurate assessment pro- 
motes appropriate interventions; documenta- 
tion ensures continuity ot care. 

2. Monitor and record respiratory status. 
Trauma increases respiratory rate; other respi- 
ratory effects depend on nature of trauma. 

3. Monitor and record neurologic status, to 
assess changes, and to report deteriorated 
status. 

4. For seizures: 

a. Place padded tongue blade at the bed- 
side to be used to prevent patient from 
biting tongue if seizure occurs. Do not 
force tongue blade into patient's mouth. 
Unpadded blade may splinter and injure 
patient. 



b. Keep side rails up to protect patient and 
provide sense of security. 

c. Pad side rails. 

d. Protect patient from further injury during 
the seizure. 

e. Position patient on side to prevent aspira- 
tion. 

f. Record such seizure characteristics as 
onset, duration, and body movements. 
Documenting seizure helps pinpoint in- 
volved area of brain and guides treat- 
ment. 

5. To prevent falls: 

a. Keep bed rails up. 

b. Maintain bed in a low position except 
when providing direct care. 

c. Emphasize importance of asking for help 
before getting up. Patient may be weak- 
ened by illness or injury. 

d. Provide help in ambulating, going to the 
bathroom, etc. 

e. Anticipate times when falls occur (during 
the night, after administering a diuretic, 
while patient is sitting in a chair) and 
monitor patient closely to prevent injuries. 



6. Instruct patient and family or significant 
other in use of such assistive devices as 
cane, walker, crutches, or wheelchair to en- 
sure their proper use and to provide patient 
with feeling of security. 

7. Provide patient and family or significant 
other with information about necessary safety 
precautions to enable patient and family or 
significant other to take active role in health 
care and maintain safe environment. 

Documentation 

• Patient's statements about the situation that 
indicate potential for injury 

• Physical findings 

• Record of falls, seizures, and unsafe prac- 
tices 

• Interventions that reduce risk of injury 

• Patient's response to nursing interventions 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer fo interventions. 



Urinary elimination pattern alteration 

related to obstruction 




Definition 



Alteration or impairment of urinary function 

Assessment 

• History of urinary tract disease, trauma, sur- 
gery, or previous urethral infection 

•Age 
•Sex 

•Vital signs 

•Genitourinary status, including characteris- 
tics of urine, intravenous pyelogram, pain or 
discomfort, palpation of bladder, urinalysis, 
voiding patterns 

• Fluid and electrolyte status, including blood 
urea nitrogen, creatinine, intake and output, 
mucous membranes (inspection), serum elec- 
trolytes, skin turgor, urine specific gravity 

• Nutritional status, including appetite, consti- 
pation, dietary intake, elimination habits, pre- 
sent weight and change from normal, rectal 
examination 



•Sexuality status, including capability, con- 
cerns, habits, sexual partner 

• Psychosocial status, including coping skills, 
patient's perception of health problem, self- 
concept (body image), family or significant 
other, stressors (finances, job) 

Defining characteristics 

• Clinical evidence of urinary obstruction 

• Dysuria 

• Frequency 

• Hematuria 

• Hesitancy 
•Incontinence 

• Nocturia 

• Retention 

• Urgency 



Associated medical diagnoses (selected) 

Benign prostatic hypertrophy, bladder cancer, 
hydronephrosis, ileal bladder, ileal conduit, ne- 
phrolithotomy, pelvic neoplasm, prostate can- 
cer, renal calculi, suprapubic or transurethral 
prostatectomy, urethral strictures, urinary di- 
version, urinary tract infection 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains fluid balance; intake 
equals output. (1,2,3,6) 

• Patient voices increased comfort. (2,5) 

• Patient voices understanding of treatment. 
(4,5) 

• Complications avoided or minimized. (1,2,6) 

• Patient discusses impact of urologic disorder 
on self and family or significant other. (5,7,8,9) 

• Patient and family or significant other dem- 
onstrate skill in managing urinary elimination 
problem. (5,9) 

Interventions and rationales 

1. Observe voiding pattern. Document urine 
color and characteristics, intake and output, 
and patient's daily weight. Report any 
changes. Accurate intake and output mea- 
surements are essential lor correct fluid re- 
placement therapy. Urine characteristics help 
verify diagnosis. 

2. Administer appropriate care for the urologic 
condition; monitor progress (e.g., strain urine). 
Report favorable and adverse responses to 
treatment regimen. Patient expects to receive 
adequate health care from qualified caregiv- 

t Numbers following outcomes relet lo interventions. 



ers, and to be helped to understand the dis- 
ease as well as treatment. 

3. Observe bowel habits. 

a. Check for constipation. 

b. Check for fecal impaction; if present, dis- 
impact and institute bowel regimen. This 
promotes comfort and prevents loss of 
rectal muscle tone from prolonged dis- 
tention. 

4. If surgery is to be performed, give appropri- 
ate preoperative and postoperative instruc- 
tions and care. Accurate information allows 
patient to deal with reality and builds trust in 
caregivers. 

5. Explain the reasons for therapy and the in- 
tended effects to patient and family or signifi- 
cant other, to increase patient's understanding 
and build trust in caregivers. If urinary diver- 
sion is planned, prepare patient for change in 
body appearance (instruct patient and family 
or significant other how to care for ostomy site 
postoperatively). Physical need or changes in 
physical appearance may threaten health 
equilibrium. Appropriate information helps pa- 
tient and family or significant other cope with 
problem. 



6. Provide supportive measures, as indicated. 

a. Administer pain medication and monitor 
effectiveness. Awareness that pain can 
be alleviated decreases pain intensity by 
relieving tension produced by anxiety. * 

b. Force fluids, as ordered, to moisten mu- 
cous membranes and dilute chemical 
materials within the body. * 

c. Refer to dietitian for instructions on diet. 
Dietary changes may decrease urinary 
infections. * 

d. Assist with general hygiene and comfort 
measures, as needed. Cleanliness pre- 
vents bacterial growth and promotes 
comfort. 

e. Maintain patency of catheters, drainage 
bags, and other urinary elimination 
equipment to avoid reflux and risk of in- 
fection, and ensure effectiveness of therapy. 

f. Provide meatal care according to hospital 
procedure to promote cleanliness and 
comfort and reduce risk of infection. 

7. Encourage patient to ventilate feelings and 
concerns related to urologic problem. Active 
listening conveys respect for patient; ventila- 

(continued) 
t Indicates doctor-ordered instruction. 



Urinary elimination pattern alteration I 

related to obstruction 174b 



Interventions and rationales (continued) Documentation 

Hon helps pinpoint patient's fears. 

8. Refer patient and family or significant other 
to psychiatric liaison nurse, sex counselor, or 
support group, when appropriate. These re- 
sources help patient gain knowledge of sell 
and situation, reduce anxiety, and help pro- 
mote personal growth. Community resources 
often provide support and care not available in 
other health agencies. 

9. Explain the urologic condition to patient and 
family or significant other, including instruc- 
tions on preventive measures, if appropriate. 
Prepare for discharge according to individual 
needs. Accurate health knowledge increases 
patient's ability to maintain health. Involving 
family or significant other assures patient that 
he will be cared for. 



•Observations of urologic condition and re- 
sponse to treatment regimen 

• Interventions to provide supportive care; pa- 
tient's response to supportive care 

• Instructions given to patient and family or 
significant other on the urologic problem; their 
response to instructions and demonstrated 
ability in managing urinary elimination 

• Patient's expression of concern about the 
urologic problem and its impact on body im- 
age and life-style; patient's motivation to par- 
ticipate in self-care 

• Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Urinary elimination pattern alteration 

related to sensory or neuromuscular impairment 




Definition 



Alteration or impairment of urinary function 



Assessment 



• History of urinary tract disease, trauma, sur- 
gery, or infection 

• History of sensory or neuromuscular impair- 
ment 

• Vital signs 

• Genitourinary status, including characteris- 
tics of urine, cystometry, pain or discomfort, 
palpation of bladder, postcatheterization, pres- 
ence and amount of residual urine; use of uri- 
nary assistive devices, urinalysis, voiding 
pattern 

• Fluid and electrolyte status including blood 
urea nitrogen, creatinine, inspection of mu- 
cous membranes, intake and output, serum 
electrolytes, skin turgor, urine specific gravity 

• Neuromuscular status, including degree of 
neuromuscular function present, motor ability 
to start and stop urinary stream, sensory abil- 



ity to perceive bladder fullness 

• Sexuality status, including capability, con- 
cerns, habits, sexual partner 

• Psychosocial status, including coping skills, 
family or significant other, patient's perception 
of health problem, self-concept, stressors (fi- 
nances, job) 

Defining characteristics 

•Clinical evidence of sensory or neuromuscu- 
lar impairment of urinary tract 

• Dysuria 

• Frequency 

• Hesitancy 

• Incontinence 

• Nocturia 

• Retention 

• Urgency 



Associated medical diagnoses (selected) 

Cerebrovascular accident, diabetes mellitus, 
hydronephrosis, multiple sclerosis, peripheral 
vascular disease, prolapsed lumbar disc, 
spinal cord tumor, spinal cord injury, spinal 
cord defect (myelomeningocele, spina bifida) 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Patient maintains fluid balance; intake 
equals output. (1,2,3) 

• Patient voices increased comfort. (2,3,4) 

• Complications avoided or minimized. 
(1,2,3,5,7) 

• Patient and family or significant other dem- 
onstrate skill in managing urinary elimination 
problem. (5,6,7) 

• Patient discusses impact of urologic disorder 
on self and family or significant other. (8,9) 

• Patient and family or significant other identify 
resources to assist with care following dis- 
charge. (9) 

Interventions and rationales 

1. Monitor patient's neuromuscular status and 
voiding pattern; document and report intake 
and output. Accurate intake and output mea- 
surements are essential lor correct fluid re- 
placement therapy. Data form basis for 
complete evaluation to diagnose causative 
factors. 

2. Provide appropriate care for the urologic 
condition; monitor progress. Report responses 
to treatment. Patient expects to receive ade- 



quate health care from qualified caregivers, 
and to be helped to understand the disease 
as well as treatment. * 

3. Assist with ordered bladder elimination pro- 
cedure, as follows: 

a. Bladder training-Place patient on com- 
mode or toilet every 2 hours while awake 
and once during the night. Maintain regu- 
lar fluid intake while patient is awake. 
Provide privacy. Teach patient how to 
perform Kegel exercises to strengthen 
sphincter control. These measures aid 
adaptation to routine physiologic function. 
Women with good muscle tone may be 
able to improve levator muscle action sig- 
nificantly if Kegel exercises done rou- 
tinely. 

b. Intermittent catheterizatiorh-CMerize 
patient using clean or sterile technique 

every hours. Record amount 

voided spontaneously and amount ob- 
tained with catheterization (For example: 
7 a.m., spontaneous void of 200 ml; cath- 
eter void of 150 ml). Record bladder bal- 
ance every (day or week). These 
measures promote normal voiding, pre- 



vent infection, and help maintain integrity 
ol ureterovesical function. Catheterization 
schedule is based on How sheet data 
and can provide a baseline chart. 

Amount ol residual urine 



balance = 



Amounl ol voided urine 



c. External catheter (male patient)— Monitor 
patency. Apply condom catheter accord- 
ing to established policy. Applying loam 
strip in spiral fashion increases adhesive 
surface and reduces risk of impairing cir- 
culation. Avoid constriction. Observe skin 
condition of penis, and cleanse with soap 
and water at least twice a day. These 
measures prevent infection, and ensure 
therapeutic effectiveness. 

d. Foley catheter-Montior patency. Keep 
tubing free of kinks; keep drainage bag 
below level of bladder, to avoid urine re- 
flux. Cleanse urinary meatus according 
to established policy, and maintain closed 
drainage system, to prevent skin irritation 
and bacterium. Secure catheter to leg 
(female) or abdomen (male); avoid ten- 

(conlinued) 



t Numbers following outcomes reler to interventions. 



t Indicates doctor-ordered instruction. 



Urinary elimination pattern alteration 

related to sensory or neuromuscular impairment 




Interventions and rationales (conna-ec) 



sion on sphincter. Anchoring catheter 
avoids straining trigone muscle of bladder 
and prevents friction leading to inflam- 
mation, t 

e. Suprapubic catheter— Monitor patency. 
Change dressing and cleanse catheter 
site according to policy. Keep tubing free 
of kinks; keep drainage bag below blad- 
der level. Maintain closed drainage sys- 
tem. Suprapubic drainage allows 
increased patient mobility and reduces 
risk of bladder infection. * 
4. Provide supportive measures: 

a. Administer pain medication and monitor 
effectiveness. Awareness that pain can 
be alleviated decreases pain intensity by 
relieving tension produced by anxiety. * 

b. Encourage fluid intake to as much as 
3,000 ml every 24 hours (unless contrain- 
dicated). to moisten mucous membranes 



and dilute chemical materials within the 
body. 

c. Provide privacy during toileting proce- 
dure. This avoids inhibiting elimination. 

d. Respond to patient's call light quickly, as- 
sign patient to bed next to bathroom, and 
have patient wear easily removed cloth- 
ing, for example, gown rather than paja- 
mas. These measures reduce delay and 
impediments to voiding routine. 

5, Alert patient and family or significant other 
to signs and symptoms of full bladder: rest- 
lessness, abdominal discomfort, sweating, 
chills. Adequate education increases patient's 
and family's ability to maintain health level, 
and to prevent patient from harming self. 

6. Instruct patient and family or significant 
other on catheterization techniques to be used 
at home; provide time for return demonstra- 
tions until procedure can be performed well. 
Knowledge of procedures and rationales re- 



duces anxiety and promotes comfort. Demon- 
strations may progress through several 
sessions until patient can perform indepen- 
dently. 

7. Instruct patient and family or significant 
other on signs and symptoms of autonomic 
dysreflexia (headache, cold sweat, nausea, 
elevated blood pressure) and on management 
of autonomic dysreflexia (check for kinked 
Foley catheter, catheterize, and elevate head 
of bed). Instruct patient and family or signifi- 
cant other to call doctor or hospital immedi- 
ately if symptoms do not subside with initial 
treatment. Autonomic dysreflexia is a patho- 
logic reflex condition characterized by exag- 
gerated autonomic responses to stimuli. It is a 
medical emergency. 

8. Encourage patient to ventilate feelings and 
concerns related to urologic problem. Active 
listening conveys respect for patient; ventila- 
tion helps pinpoint patient's fears. 

(continued) 



t Indicates doctoi-ordered induction. 
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Interventions and rationales (continued] Care plan notes 

9. Refer patient and family or significant other 
to psychiatric liaison nurse, sex counselor, vis- 
iting nurses' society, or support group, when 
appropriate. These resources help patient 
gain knowledge of sell and situation, reduce 
anxiety, and help promote personal growth. 
Community resources often provide care and 
support not available in other health agencies. 

Documentation 

• Observations of urologic condition and re- 
sponse to treatment regimen 

• Interventions to provide supportive care; pa- 
tient's response to supportive care 

• Instructions given to patient and family or 
significant other; their understanding and dem- 
onstrated ability to manage urinary elimination 

• Patient's expression of concern about the 
urologic problem and impact on body image 
and life-style; patient's motivation to partici- 
pate in self-care 

• Evaluations for each expected outcome. 



Urinary retention 

related to obstruction or sensory 
or neuromuscular impairment 




Definition 



Incomplete emptying of bladder 



Assessment 



• History of sensory or neuromuscular impair- 
ment, prostate enlargement, surgery, urethral 
trauma or tumor, urinary tract disease 
•Age 

•Sex 

• Vital signs 

• Genitourinary status, including pain or dis- 
comfort, palpation of bladder, residual urine 
volume after voiding, urethral obstruction 
(prostate hypertrophy or masses, fecal impac- 
tion, masses, swelling), urinalysis, urine char- 
acteristics, voiding patterns 

• Fluid and electrolyte status, including in- 
spection of mucous membranes, intake and 
output, skin turgor, urine specific gravity, 
serum electrolytes, blood urea nitrogen, 
creatinine 

• Medication history 



• Neuromuscular status, including anal sphinc- 
ter tone, motor ability to start and stop stream, 
neuromuscular function, sensory ability to per- 
ceive bladder fullness and voiding 

• Sexuality status, including capability, con- 
cerns or partner's concerns, habits 

• Psychosocial status, including coping skills; 
patient's or significant other's perception of 
problem, self-concept, stressors (finances, job) 

Defining characteristics 

• Bladder distention 

• Dysuria 

• Hesitancy 

• High residual urine 

• Loss of anal sphincter tone (with sensory or 
neuromuscular impairment) 

• Nocturia 

• Overflow incontinence (continuous dribbling) 

• Sensation of bladder fullness (possible) 

• Slow stream of urine 

• Small, frequent voiding or no urine output 



Associated medical diagnoses ■ 

Diabetic neuropathy, herniated intervertebral 
disk, nephrolithotomy, poliomyelitis, sacral 
nerve trauma or tumor, spinal cord injury 
(lower motor neuron), suprapubic or transure- 
thral prostatectomy, surgical urinary retention, 
urethral obstruction (cancer of prostate, fecal 
impaction, fibroids, prostatic hypertrophy, stric- 
ture, surgical swelling), vitamin B 12 deficiency 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient maintains fluid balance; intake 
equals output. (1,6) 

• Patient voices increased comfort. (4) 

• Patient voices understanding of 
treatment. (9) 

•Complications avoided or minimized. 
(1,2,5,7) 

• Patient avoids bladder distention. (3) 

• Patient and family or significant other dem- 
onstrate skill in managing urine retention. (9) 

• Patient discusses impact of urologic disorder 
on self and family or significant other. (8,10) 

• Patient and family or significant other identify 
resources to assist with care following dis- 
charge. (11) 

Interventions and rationales 

1. Monitor intake and output. Report if intake 
exceeds output. Accurate intake and output 
measurements are essential tor correct fluid 
replacement therapy. 

2. Monitor voiding pattern. Data on time, 
place, amount, and patient's awareness of 
micturition are needed to establish pattern of 
incontinence. 



3. Assist with ordered bladder elimination pro- 
cedure as follows: 

a. Voiding technique-Use Crede's or Val- 
salva's maneuver every 2 to 3 hours to 
increase bladder pressure to pass urine. 
Repeat until empty. 

b. Intermittent catheterization-Oa\\\e\ehze 
using clean or sterile technique every 

hours. Record amount voided 

spontaneously and amount obtained with 
catheterization. These measures promote 
normal voiding, prevent infection, and 
help maintain integrity of ureterovesical 
function. Catheterization schedule is 
based on flow sheet data and can pro- 
vide a baseline chart. * 

c. Indwelling (Foley) catheter-Monlior pa- 
tency. Avoid kinks in tubing. Keep drain- 
age bag below bladder level to avoid 
urine reflux. Perform catheter care ac- 
cording to established policy and main- 
tain closed drainage system to prevent 
skin irritation and bacteriuria. Secure 
catheter to leg (female) or abdomen 
(male). Avoid tension on sphincter. An- 
choring catheter avoids straining trigone 



muscle of bladder and prevents friction 
leading to inflammation. * 
d. Suprapubic catheter-Change dressings 
according to established policy. Monitor 
patency. Avoid kinks in tubing. Keep 
drainage bag below bladder level. Main- 
tain closed drainage system. Suprapubic 
drainage allows increased patient mobil- 
ity and reduces risk of bladder infec- 
tion, t 

4. Administer pain medication, as ordered, 
and monitor effectiveness. Awareness that 
pain can be alleviated decreases pain inten- 
sity by relieving tension produced by anxiety, * 

5. For fecal impaction, disimpact and institute 
bowel regimen. This promotes comfort and 
prevents loss of rectal muscle tone from pro- 
longed distention. 

6. Encourage high fluid intake (2,500 ml/day), 
unless contraindicated, to moisten mucous 
membranes and dilute chemical materials 
within the body. Limit fluid intake after 7 p.m. 
to prevent nocturia. 

7. Monitor therapeutic and adverse effects of 
prescribed medications for early recognition 

(conlinued] 



t Numbers following outcomes refer lo interventions. 



t Indicates doctor-ordered instruction. 



Urinary retention 

related to obstruction or sensory or 
neuromuscular impairment 




Interventions and rationales (cowmuea) 
and treatment of drug reactions. 

8. If surgery is to be performed, give appropri- 
ate preoperative and postoperative instruc- 
tions and care to increase patient's 
understanding and build trust in caregivers. If 
urinary diversions are planned, prepare patient 
for change in body image. Changes in physi- 
cal appearance may threaten health equilib- 
rium. Appropriate information helps patient 
and family or significant other cope with 
problem. 

9. Instruct patient and family or significant 
other on voiding techniques to be used at 
home. Provide for return demonstrations until 
procedure can be performed well. Knowledge 
of procedures and rationales reduces anxiety 
and promotes comfort. Demonstrations may 
progress through several sessions until patient 
can perform independently. 

10. Encourage patient and family or significant 
other to share feelings and concerns related 



to urologic problems. Ventilation helps pinpoint 
patient's fears, and establishes environment of 
trust in which patient and family or significant 
other can begin to deal with the situation. 
11. Refer patient and family or significant 
other to psychiatric liaison nurse, enterostomal 
therapist, sex counselor, support group, or vis- 
iting nurse's association, when appropriate. 
These resources help patient gain knowledge 
of self and situation, reduce anxiety, and help 
promote personal growth. Community re- 
sources often provide health care and support 
not available in other health agencies. 

Documentation 

• Observations of urologic condition and re- 
sponse to treatment regimen 

• Interventions to provide supportive care; pa- 
tient's response to supportive care 

• Instructions given to patient and family or 
significant other on the urologic problem; their 
returned response and demonstrated ability to 



manage urinary elimination 

• Patient's expression of concern about the 
urologic problem and its impact on body im- 
age and life-style; patient's motivation to par- 
ticipate in self-care 

• Evaluations for each expected outcome. 
Care plan notes 
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Care plan notes 



Ventilation, spontaneous: Inability to sustain 




Definition 



Inability to breathe adequately 
Assessment 



•Health history, including previous respiratory 
problems 

• Respiratory status, including rate and depth 
of respiration, chest excursion and symmetry, 
presence of cyanosis, use of accessory mus- 
cles 

•Effectiveness of cough in clearing secretions 

• Suctioning demands, including frequency 
and tolerance 

•Sputum characteristics, including appear- 
ance, consistency, color, odor 

• Neuromuscular strength and endurance 

• Mental and emotional status, including cog- 
nitive state and ability to follow directions 
•Laboratory values, including arterial blood 
gas (ABG) levels (baseline and ongoing), 
complete blood count, serum electrolytes, co- 



agulation studies, serum and sputum cultures, 
and sensitivity tests 
•Vital signs 

• Functional status, including ability to perform 
activities of daily living 

• Related or concurrent events that may con- 
tribute to respiratory distress, such as bleed- 
ing, hypervolemia, hypovolemia, or sepsis 

Defining characteristics 

•Apprehension 

• Decreased cooperation 
•Decreased Pao 2 

• Decreased Sao 2 

• Decreased tidal volume 
•Dyspnea 

•Increased metabolic rate 
•Increased Paco 2 

•Increased use of accessory muscles 

• Respiratory muscle fatigue 
•Tachycardia 



Associated medical diagnoses i 

Acute streptococcal infection, adult respiratory 
distress syndrome, amyotrophic lateral scle- 
rosis, chronic obstructive pulmonary disease, 
Guillain-Barre syndrome, hemothorax, hyper- 
volemia, hypovolemia, multiple sclerosis, mul- 
tisystem organ failure, Parkinson's disease, 
pneumonia, pneumothorax, sepsis, severe 
burns, tension pneumothorax, tracheal ob- 
struction or stricture 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient's respiratory rate remains within ± 5 
breaths per minute of baseline. (1,2,3) 

• Patient's ABG levels are normal. 
(3,5,6,7,9,10,11) 

•Patient indicates leeling comfortable and 
does not report pain, dyspnea, or fatigue. 
(3,5,6,7,8) 

• Patient carries out activities of daily living 
with minimal supplemental oxygen. (7,9) 
•Patient's breathing pattern returns to base- 
line. (3,6,7,10,11) 

•As the patient's activity level increases, Pao 2 
remains within normal limits. (9) 
•After ventilator support is withdrawn, patient 
breathes spontaneously. (10) 

Interventions and rationales 

1. Monitor vital signs every 15 minutes to 1 
hour to detect tachypnea and tachycardia, 
early indicators of respiratory distress. 

2. Monitor the patient for nasal flaring, change 
in depth and pattern of breathing, use of ac- 
cessory muscles, and cyanosis to detect signs 
of severe respiratory distress. 

3. Monitor ABG levels and report deviations 



promptly to determine the need for changes to 
the therapeutic regimen. 

4. Monitor hemoglobin level and hematocrit. 
Low hemoglobin level and hematocrit indicate 
decreased oxygen-carrying capacity of the 
blood. 

5. When initiating oxygen support, begin with 
the smallest concentration needed to make 
the patient comfortable. Monitor closely to 
avoid oxygen toxicity. 

6. Place the patient in Fowler's position to in- 
crease comfort and to promote adequate 
chest expansion and diaphragmatic excursion, 
and thereby decrease the work of breathing. 

7. Help the patient progress gradually from 
bed rest to increased activity to improve pa- 
tient's sense of well being. Monitor vital signs 
and ABG levels closely. If respiratory status is 
compromised, return the patient to bed rest to 
decrease the basal metabolic rate and lower 
oxygen demands. 

8. Explain all procedures to the patient. De- 
scribe specific sensations he may experience 
during each procedure to decrease anxiety. 

9. Anticipate possible complications. Keep in 
mind that if the patient decompensates while 



on a 100% FI0 2 nonrebreather mask, he may 
require endotracheal intubation. Anticipating 
complications facilitates prompt intervention. 

10. If intubation is required, monitor the pa- 
tient for spontaneous breathing and gradually 
wean him from the ventilator. Progressive 
weaning helps the patient to adjust physiologi- 
cally and emotionally to the increased work of 
breathing. 

11. Avoid respiratory depressants, such as 
narcotics, sedatives, and paralytics, to facili- 
tate the patient's recovery. 

Documentation 

• Patient's reports of malaise, dyspnea, rest- 
lessness, chest pain, dizziness, lightheaded- 
ness 

• Patient's response to nursing interventions 

• Patient's response to initiation of oxygen 
therapy and progressive changes in therapy 

• Laboratory data, including ABG levels 

• Respiratory status (baseline and ongoing) 
•Subtle personality changes 

•Changes in lung sounds revealed by auscul- 
tation 

• Evaluations for each expected outcome. 



t Numbers following outcomes refer fo interventions. 



Ventilatory weaning response, dysfunctional 

related to diminished ventilatory support 




Definition 



Difficulty adjusting to lowered levels of ventila- 
tory support 

Assessment 

• Health history, including previous respiratory 
problems 

• Nutritional status 

• Weight 

• Neurologic status, including mental status, 
level of consciousness 

• Emotional status, including signs of anxiety 
or stress 

•Laboratory values, including arterial blood 
gas (ABG) levels (baseline and ongoing), 
serum electrolytes, complete blood count, 
blood and sputum culture, and sensitivity tests 
•Weaning parameters and present ventilator 
settings 

•Respiratory status, including respiratory rate, 
pattern, character, and depth; chest expansion 
and symmetry; sputum characteristics (color, 



amount, odor, and consistency); cough effec- 
tiveness; presence of cyanosis in mucous 
membranes and nail beds; auscultation of 
lung sounds 

• Need for suctioning, including frequency and 
patient's response 

• Musculoskeletal status, including muscle 
mass, strength, and endurance level 

• Cognitive state, including patient's ability to 
follow directions and readiness to learn 

• Recent administration of potential respira- 
tory-depressant medications, such as narcot- 
ics, sedatives, or neuromuscular blockers 
•Vital signs 

• Pulse oximetry readings (if available) 

Defining characteristics 

•Mild dysfunctional weaning response: 

a. Breathing discomfort 

b. Expression of increased need for oxygen 

c. Fatigue 

d. Increased concentration on breathing 



e. Queries about possible machine malfunc- 
tion 

f. Restlessness 

g. Warmth 

• Moderate dysfunctional weaning response: 

a. Apprehension 

b. Changes in skin color, paleness, slight cy- 
anosis 

c. Decreased air entry on auscultation 

d. Hypervigilance to activities related to ven- 
tilator functioning 

e. Inability to cooperate 

f. Inability to respond to coaching 

g. Increase in blood pressure (no more than 
than 20 mm Hg above baseline) 

h. Increase in heart rate (no more than 20 
beats per minute above baseline). 

i. Increase in respiratory rate (no more than 
than 5 breaths per minute above baseline) 

j. Slight accessory muscle use 
k. "Wide-eyed" look 

(continued) 
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Defining characteristics [continued) 

•Severe dysfunctional weaning response: 

a. Adventitious breath sounds 

b. Agitation 

c. Audible airway secretions 

d. Cyanosis 

e. Decreased level of consciousness 

f. Deteriorating ABG levels 

g. Full respiratory accessory muscle use 

h. Increased blood pressure (more than 
20 mm Hg above baseline) 

i. Increased heart rate (more than 20 beats 
per minute above baseline) 

j. Paradoxical abdominal breathing 

k. Profuse diaphoresis 

I. Shallow, gasping breath 

m. Significant increase in respiratory rate 

n. Uncoordinated breathing with the ventilator 

Associated medical diagnoses (seieaed) 

Adult respiratory distress syndrome, amyotro- 
phic lateral sclerosis, burns, chronic obstruc- 
tive pulmonary disease, metastatic disease, 
esophageal or tracheal anomalies, flail chest, 
morbid obesity, multiple trauma, myasthenia 
gravis, Parkinson's disease, pulmonary 

t Numbers following outcomes refer to interventions. 



edema, pulmonary effusions, pulmonary fibro- 
sis, sepsis 

Expected outcomes t 

• Patient maintains respiratory rate within ± 

5 breaths per minute of baseline during wean- 
ing period. (3,5,7,9,10,11,12,13,15) 
•ABG levels remain within acceptable limits 
(specify). (6) 

• Patient's mental status and emotional state 
remain stable as ventilatory support is gradu- 
ally withdrawn. (4,5,8,9,10,11,12) 

• Patient expresses comfort with progressive 
ventilator changes. (1,2,3,4,5,6,7,8,9,10,11,12) 

• Patient does not experience dyspnea, fa- 
tigue, or pain during progressive ventilator 
changes. (1,2,3,4,5,6,7,8,9,10,11,12) 
•Adequate weaning parameters are main- 
tained: 

a. Tidal volume is 4 to 5 cc/kg 

b. Negative inspiratory force is greater than 
or equal to -20 cm H 2 0 

c. Vital capacity is 10 to 15 cc/kg 

d. Minute ventilation is 6 to 10 liters. 
(5,6,9,10,12) 



• Patient's cough is effective in clearing secre- 
tions. (3,14) 

Interventions and rationales 

1. Monitor patient's vital signs every hour 
when changing ventilator settings. Fever, 
tachycardia, tachypnea, and elevated blood 
pressure may indicate hypoxemia. * 

2. Auscultate for lung sounds every 2 hours 
and report deviations. Adventitious sounds 
may precede respiratory failure. 

3. Place the patient in a comfortable position 
(preferably Fowler's) to facilitate adequate 
chest expansion and drainage. 

4. Describe all weaning procedures to the pa- 
tient. Explain that the patient may experience 
changes in breathing rate and pattern, in- 
creased difficulty breathing, and fatigue to de- 
crease anxiety. 

5. If patient is receiving intermittent mandatory 
ventilation (IMV), begin to decrease IMV by in- 
crements of two breaths per minute. This pro- 
cess may take place over a period of days to 
weeks. Lowering the IMV encourages the pa- 

(continued) 



t Indicates doctor-ordered instruction. 



Ventilatory weaning response, dysfunctional 

related to diminished ventilatory support 




Interventions and rationales (continued) 

tient to take his own breaths, and thereby ex- 
ercise respiratory muscles. * 

6. Monitor ABG levels with every ventilator 
change to assess (or adequate oxygenation 
and acid-based balance. * 

7. Include periods of rest between ventilator 
changes, especially at night, to reduce tissue 
oxygen demand. 

8. If patient tolerates IMV of 2 to 4 breaths per 
minute, try pressure support ventilation (PSV). 
PSV prolongs positive airway pressure during 
inspiration, allowing patient to regulate his own 
respiratory rate and tidal volume. * 

9. Once patient is breathing adequately with- 
out IMV, place him on continuous positive air- 
way pressure (CPAP) of 5 cm H 2 0 to prevent 
alveolar collapse. * 

10. When the patient tolerates continuous 
positive airway pressure, place him on T-piece 
(T-bar) of 30% to 50% FI0 2 . This allows the 
patient to breathe on his own, continue to re- 



ceive oxygen, and remain intubated in the 
event ot respiratory compromise. * 

11. Once the patient tolerates longer weaning 
periods, incorporate activities of daily living 
into daily routine to increase muscular 
strength and endurance. 

12. When respiratory status, weaning parame- 
ters, and ABG levels are satisfactory, assist 
with removal of ventilator tubes, and keep oxy- 
gen mask on hand to prevent respiratory com- 
promise. * 

13. Assess patient for stridor, respiratory dis- 
tress, or dysphonia and report these symp- 
toms to doctor to monitor for need for 
renewed ventilatory assistance. 

14. Perform chest physiotherapy and suction- 
ing as needed to maintain a patent airway. 

15. Monitor respiratory effects of medications 
closely and evaluate response to bronchodila- 
tors to detect respiratory compromise. Avoid 



Documentation 



•Patient's reports of malaise, anxiety, rest- 
lessness, breathlessness, unusual pain 

• Patient's response to ventilator changes 
•Subtle changes in patient's mental or emo- 
tional status 

• Laboratory data, including ABG levels 
•Patient's response to nursing interventions, 
including positioning, chest physiotherapy, and 
suctioning 

• Patient's responses to medications, including 
narcotics and bronchodilators 
•Respiratory rate, pattern, and depth, includ- 
ing changes from baseline 

• Evaluations for each expected outcome. 



t Indicates doctor-ordered instruction. 
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Care plan notes 



Verbal communication impairment 

related to decreased circulation to brain 




Definition 



Decreased ability to speak, understand, or 
use i 



Assessment 



•Neurologic status, including level of con- 
sciousness, orientation, cognition, memory 
(recent and remote), insight, and judgment 
•Speech characteristics, including pattern 
(garbled, incomprehensible, difficulty forming 
words), language and vocabulary, level of 
comprehension and expression, ability to use 
other forms of communication (eye blinks, 
gestures, pictures, nods) 

• Motor ability 

•Circulatory status, including a history of car- 
diac and circulatory problems, pulse rate, 
blood pressure, arteriogram, electroencepha- 
logram, and computed tomography scan 

• Respiratory status, including dyspnea and 
use of accessory muscles 



Defining characteristics 



•Disorientation 



•Flight of ideas 
•Impaired articulation 

• Inability or lack of desire to speak 
•Inability to identify objects 
•Inability to modulate speech 
•Inability to name words 
•Inability to speak in sentences 

• Incessant verbalization 

• Loose association of ideas 

• Perseveration 
•Phonation difficulties 

• Reduced blood volume to the brain 

• Stuttering or slurring 



Associated medical diagnoses . 

Arteriosclerotic heart disease, arteriovenous 
malformation, atherosclerotic heart disease, 
berry aneurysm, brain tumor (benign or malig- 
nant), cerebrovascular accident, chronic ob- 
structive pulmonary disease, shock, Wer- 
nicke's aphasia 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes 



• Patient's needs met by staff. 
(1,2,3,4,5,6,7,8,9,10) 

• Patient and significant other express satis- 
faction with level of communication ability. 
(1,8,9) 

• Patient maintains effective level of communi- 
cation. (1,3,5,7,8,9,10) 

• Patient answers direct questions correctly. 
(3,5,6,7,8) 

Interventions and rationales 

1. Observe patient closely for cues to needs 
and desires, such as gestures, pointing to ob- 
jects, looking at items, and pantomime be- 
cause nonverbal cues give meaning to 
actions. Do not continually respond to ges- 
tures if potential exists to improve speech, 
thus encouraging such improvement. 

2. Monitor and record changes in speech pat- 
tern or level of orientation. Changes may indi- 
cate improvement or deterioration of condition. 

3. Speak slowly and distinctly in a normal tone 
when addressing patient; stand where patient 
can see and hear you. Modified speech pro- 
motes comprehension. 



4. Reorient patient to reality: 

a. Call patient by name. 

b. Tell patient your name. 

c. Give patient background information 
(place, dale, time). 

d. Use TV or radio to augment orientation. 

e. Use large calendars, reality orientation 
boards. These measures develop orien- 
tation skills through repetition and recog- 
nition of the familiar. 

5. Use short, simple phrases and yes-or-no 
questions when patient's frustration level is 
high. Reduced frustration promotes use of al- 
ternate communication techniques. 

6. Encourage attempts at communication and 
provide positive reinforcement to aid compre- 
hension. 

7. Allow ample time for response. Do not an- 
swer questions yourself if patient has ability to 
respond. This improves patient's self-concept 
and reduces frustration. 

8. Repeat or rephrase questions if necessary 
to improve communication. Do not pretend to 
understand if you don't. Reduced pressure im- 
proves comprehension. 

9. Remove distractions from environment dur- 



ing attempts at communication. Use communi- 
cation boards (including the alphabet and 
some common words and pictures) if appropri- 
ate. Reduced distractions improve compre- 
hension. 

10. Review diagnostic test results to deter- 
mine improvement or deterioration of disease 
process; adjust care plan accordingly. 

Documentation 

•Patient's current level of communication, ori- 
entation, and satisfaction with communication 
efforts 

• Observations of speech deficits, expressive- 
ness and receptiveness, and ability to commu- 
nicate 

• Interventions carried out to promote effective 
communication 

• Patient's observable response to nursing in- 
terventions 

•Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Verbal communication impairment 

related to physical barriers 




Definition 



Decreased ability to speak, understand, or 
use words appropriately 



Assessment 



• History of respiratory, neurologic, or muscu- 
loskeletal disorder or surgery 

• Respiratory status, including dyspnea, use of 
accessory muscles, and respiratory pattern 

• Neurologic status, including mental status 
(level of consciousness, orientation, cognition, 
memory, insight, and judgment), speech (pat- 
tern, signing, and such communication aids as 
an artificial larynx, computer-assisted speech 
device, pen and pencil, slate, picture board, 
and alphabet board) 

• Musculoskeletal status, including range of 
motion and manual dexterity 



Defining characteristics 



►Dyspnea 

•Impaired articulation 

• Inability or lack of desire to speak 
•Inability to modulate speech 
•Inability to speak in sentences 

• Phonation difficulties 

• Physical barriers to communication 
•Slurring 



Associated medical diagnoses (selected) 

Cancer (head, neck, lung), facial fractures, 
fractured jaw, intubation with or without me- 
chanical ventilation, laryngeal edema, laryn- 
gectomy, laryngitis, radical head or neck 
surgery (such as glossectomy), tracheostomy 



Turn card over lo lind EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient communicates needs and desires 
without undue frustration. 
(1,2,3,4,5,6,7,8,9,10) 

• Patient uses alternate means of communica- 
tion. (2,4,6,7) 

• Patient demonstrates correct use of adaptive 
equipment. (6,7,8) 

• Patient states plans to use appropriate re- 
sources to maximize communication 
skills. (11) 

Interventions and rationales 

1. Maintain a consistent daily schedule of ac- 
tivities as much as possible. Observe patient 
closely for cues to needs and desires, such as 
gestures, pointing to or looking at objects, 
pantomime. Nonverbal cues give meaning to 
actions. 

2. Obtain communication aids for patient's 
use. such as an alphabet board, slate, pen, 
paper, or picture board, to provide alternative 
communication methods. 

3. Use short, simple phrases and yes-or-no 
questions to avoid patient frustration and anxi- 
ety over communication. 



4. Encourage communication attempts; allow 
time to select or write words or pictures. Re- 
duced pressure improves interaction with 
others. 

5. Allow ample time for response; do not an- 
swer questions for patient. This reduces the 
frustration of impaired communication. 

6. Consult with speech therapist to suggest 
such communication aids as an artificial lar- 
ynx. Assist with use. Appropriate early referral 
encourages use of communication aids. 

7. Demonstrate communication techniques to 
patient and significant others -such as ges- 
tures, sign language, and eye blink — to de- 
velop alternative communication skills. 

8. Assist patient in energy-conserving tech- 
niques to allow maximum breath for speech or 
use of communication aids. 

9. Use tracheostomy plug to facilitate speech. 
if tolerated by patient. 

10. Provide patient with emergency call sys- 
tem (bell, call light, etc.) and respond to all 
calls immediately and in person. Place a sign 
over intercom to alert all staff members of 
need to respond quickly. Prompt responses 
reduce patient's fear and anxiety. 



11. Encourage attendance at a laryngectomy 
club or other appropriate support groups. This 
encourages patient's participation and rein- 
forces positive attitude. 

Documentation 

•Patient's feelings about inability to communi- 
cate 

•Observations of patient's attempts to com- 
municate, response to and ability to use alter- 
nate communication means, and level of 
frustration or fatigue 

• Patient's response to nursing interventions 

• Patient's preferences in daily care activities, 
such as when to shave or bathe, what kind of 
razor to use 

• Evaluations for each expected outcome. 
Care plan notes 



t Numbers following outcomes refer to interventions 



Verbal communication impairment 

related to psychological barriers 




Definition 



Decreased ability to speak, understand, or 
use words appropriately 



Assessment 



•Neurologic status, including a history of neu- 
rologic disorders, mental status (orientation, 
level of consciousness, mood or behavior, 
knowledge and intelligence, vocabulary, and 
memory), speech (pattern, language, level of 
comprehension and expression, ability to use 
other forms of communication, such as ges- 
tures, pictures, and drawings) 
• Psychological status, including a history of 
mental or psychiatric disorders, history of al- 
cohol or psychotoxic drug use, stressors, pho- 
bias, coping strategies 



Defining characteristics 



• Difficulty with phonation 

• Disorientation 

• Flight of ideas 

• Inability or lack of desire to speak 

• Inability to identify objects 

• Inability to modulate speech 

• Inability to name words 

• Inability to speak dominant language 

• Inability to speak in sentences 

• Incessant verbalization 

• Loose association of ideas 
•Stuttering or slurring 



Associated medical diagnoses iseiectea) 

Alcohol intoxication, alcohol withdrawal syn- 
drome, Alzheimer's disease, bipolar disease 
(manic or depressive phase), drug overdose, 
organic brain syndrome, psychosis, or anxiety 
states 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient communicates needs and desires to 
family or significant other or staff. (1,4,5) 
•Staff meets patient's needs. (1,2,3,4,5,6) 

• Patient incurs no injury or harm. (1,2,7) 
•Patient returns to baseline communication 
level. (1,4,5) 

• Patient explains relationship of causative fac- 
tors-such as alcohol -to inability to commu- 
nicate effectively. (5,8) 

• Patient begins to make plans to use self-help 
groups and other resources to improve psy- 
chological status. (8) 

Interventions and rationales 

1. Observe patient closely to anticipate needs; 
for example, restlessness may indicate need 
to urinate. Nonverbal cues give meaning to 
actions. 

2. Maintain a quiet, nonthreatening environ- 
ment to reduce anxiety. Minimize anxiety by 
reducing environmental stimuli. 

3. Introduce yourself and explain procedures 
in simple terms. Encourage consistent use of 
the same terms for common objects or 



needs. Treating patient as normal may en- 
hance responsiveness. 

4. Encourage communication attempts and al- 
low patient time to say or write words in re- 
sponse. Patient's response time may be slow, 
thoughts difficult to express. 

5. Assess patient's communication status daily 
and record. Match communication needs to in- 
terventions: for disorientation, use reality ori- 
entation techniques: for manic state, reduce 
environmental stimuli, talk softly and calmly; 
for alcohol withdrawal syndrome, reassure pa- 
tient, do not reinforce presence of hallucina- 
tions, provide quiet environment; for a 
stutterer, use rhythm or song. Communication 
status interventions must be tailored to the 
patient's situation. 

6. Determine patient's past interests and hab- 
its from family or significant other and discuss 
them with patient to stimulate nonthreatening 
two-way conversation. 

7. Maintain a safe environment by using side 
rails, soft restraint or Posey vest, and other 
safety measures according to established poli- 
cies, to protect patient and reduce chance of 
injury. 



8. Refer patient to psychiatric liaison nurse, 
social services, community agencies, and 
such self-help groups as Alcoholics Anony- 
mous. Exploration and resolution of com- 
munication problems may require long-term 
follow-up. 

Documentation 

•Patient's concern with level of communica- 
tion 

•Observations of patient's needs, communica- 
tion attempts, orientation, and safety mea- 
sures 

• Interventions carried out to promote commu- 
nication 

•Contributing factors to poor communication 
and plans to improve psychological status 
•Patient's response to nursing interventions 
•Evaluations for each expected outcome. 



t Numbers following outcomes refer lo interventions. 



Violence, high risk for 

related to panic state 




Definition 



Presence of risk factors for self-directed or 
other-directed violence 



Assessment 



•Medical status 

• Patient's life situation 

• Recent stressors; coping behaviors 
•History of chemical dependency (alcohol, 
drugs) 

• History of suicide attempts (aggressive sui- 
cide attempts, lethality of suicide attempts, 
prior suicide attempts) 

•Reaction of family or significant other 
•History of violent behavior 



Risk factors 



Anger; depression (specifically active, aggres- 
sive acts); fear of self or others; history of as- 
saults, weapons possession, or arrests; 
inability to verbalize feelings; increasing anxi- 
ety level; provocative behavior (argumentative, 
dissatisfied, hypersensitive, overreactive); vul- 
nerable self-esteem 



Associated medical diagnoses (selected) 

Alcohol withdrawal, brain tumor, drug over- 
dose, drug withdrawal, drug-induced psy- 
chosis 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient maintains self-control. 

(1,2,3,4,5,6,7,8,9,10,11,12) 

•Patient reports feelings of losing control. 

(8,9,10,11,12) 

•Patient expresses the need for help from in- 
dividuals who are appropriately prepared to 
assist the patient. (13) 

Interventions and rationales 

1. Remove all objects that the patient could 
use to injure self or others to ensure sale en- 
vironment. 

2. Use short, declarative sentences when talk- 
ing to patient. Speak in a firm tone of voice. 
Calm, direct, and firm approach demonstrates 
caregiver's control over situation and reduces 
patient's own sense of lack of control over ag- 
gressive impulses. 

3. Call patient by name each time you ap- 
proach to demonstrate recognition and re- 
spect for patient as unique human being. 

4. Assign patient to a room close to the 
nurse's station to allow frequent observation. 
This reassures patient of staff concern and 
ensures patient's safety. 



5. Do not leave patient aione in the bathroom 
or the shower to avoid potential for injury. 

6. Take patient's feelings seriously. Patient 
needs to feel that his feelings are valid and 
accepted without judgment. 

7. Allow distance between yourself and pa- 
tient. Always keep hands visible to allay fears 
that you have medication or weapon. Distance 
of 8 feet is considered nonthreatening and ap- 
propriate to maintain caregiver's safety. 

8. Explain in a firm, calm voice that patient is 
expected to remain in control. Expecting pa- 
tient to be in control increases possibility that 
patient will take control of behavior. 

9. Acknowledge that you are aware of pa- 
tient's potentially violent behavior. Doing so re- 
duces patient's need to be defensive. 

10. Set limits on patient's behavior. Acknowl- 
edge understanding of patient's feelings and 
invite talking. This reinforces expectation that 
patient act in a responsible, controlled man- 
ner. Encouraging talking provides support, re- 
assurance, and positive reinforcement of 
desirable behaviors. 

11. Employ physical restraint only if "talking 
the patient down" is not possible and if appro- 



priate assistance from security officers, mental 
health professionals, or other co-workers is 
immediately available. Follow institutional re- 
straint policies. Restraints are used to control 
patients who cannot control themselves, and 
to reassert staff control. 

12. Administer antianxiety or psychotropic 
drugs and monitor for effectiveness and side 
effects. When used appropriately, medications 
often remove need for physical restraints. * 

13. Refer the patient for appropriate assis- 
tance from a nurse therapist, psychiatrist, al- 
cohol rehabilitation counselor, drug counselor, 
or psychologist. Use of specialized profession- 
als or therapies, or both, may be needed to 
supplement interventions (e.g., psychotherapy, 
alcohol detoxification, or seclusion room.) 

Documentation 

• Patient's statements indicative of escalating 
anxiety levels 

• Observations about patient's verbal behavior 

• Interventions to ensure safety and control 

• Patient's response to nursing interventions 

• Referrals 

• Evaluations for each expected outcome. 



t Numbers following outcomes teler lo interventions. 



t Indicates doctor-ordered instruction. 



Violence, high risk for: Self-directed I 

related to suicide attempt 183 



Definition 



Presence of risk factors for self-directed 
violence. 

Assessment 



•Sex 

• Medical history 

• Patient's life situation 

• Recent stressors; coping behaviors 
•Available support systems 

•History of suicide attempts, including aggres- 
siveness of suicide attempts, lethality of sui- 
cide attempts, prior suicide attempts 

• History of substance abuse: type, effects on 
mental status 

• Reaction of family or significant other 
•Safety hazards 

• Mental status, including abstract thinking, af- 
fect, content of thought, general information, 
insight, judgment, mood, orientation, recent 
and remote memory, thought processes 



Risk factors 



•Angry facial expression 
•Aggressive suicidal behavior 

• Direct or indirect statements indicating de- 
sire to kill oneself 

• Fear of own impulsivity 

•Feelings of helplessness, loneliness, hope- 
lessness 

• History of previous suicide attempts 

• Possession of destructive implements (e.g., 
gun, knife, razor blade, scissors) 
•Putting affairs in order-writing will, giving 
away possessions 

• Real or threatened loss of loved one, mem- 
ory, prestige, job, health 

• Severe depression manifested by feelings of 
helplessness, loneliness, hopelessness 

• Substance abuse or withdrawal 
•Tense muscles 
•Vulnerable self-esteem 



Associated medical diagnoses iseiecied 
Any illness resulting in long-term disability or 
incapacity (terminal diseases, degenerative 
diseases, traumatic injury); dementia; major 
depressive disorder; personality disorders; 
schizophrenia; substance use disorders 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

•Patient won't harm self in hospital. (1,2) 

• Patient recovers from suicidal episode. 
(3,4,5) 

• Patient discusses feelings that precipitated 
suicide attempt. (6,7,8) 

•Patient consults mental health professional. 
(9,10) 

• Patient describes available resources for cri- 
sis prevention and management. (11) 
•Patient voices improvement in self-worth. 
(6,7,8,9,10,11) 

Interventions and rationales 

1. Ask patient directly: 'Have you thought 
about killing yourself?" If so, "What do you 
plan to do?" Suicide risk increases if patient 
has a plan and is capable of acting upon it. 

2. Remove from patient's environment any- 
thing that could be used to inflict further self- 
injury (razor blades, belts, glass objects, pills). 
This helps to ensure patient's safety. 

3. Make short-term contract with patient that 
he will not harm self during a specific time pe- 
riod. Continue negotiating until there is no evi- 
dence of suicidal ideation. A contract gets 



subject out in the open, places some respon- 
sibility for safety on patient, and conveys ac- 
ceptance of patient as worthwhile person. 

4. Supervise administration of prescribed 
medications. Medications may be appropriate 
alternative to verbal interventions. Nurse 
should be aware of drug actions and side- 
effects to assess patient's needs. Ensure that 
patient does not hoard medications. * 

5. Provide supervision (one-on-one observa- 
tion when possible) for the patient based on 
hospital policy. This ensures compliance with 
legal requirements to protect patient and reas- 
sures patient of staff concern. 

6. Use warm, caring, nonjudgmental manner 
to show unconditional positive regard. 

7. Listen carefully to patient and don't chal- 
lenge him. This assures patient of undivided 
attention, concern, and support. 

8. Demonstrate understanding, but don't rein- 
force denial of current situation because roots 
of suicidal feelings can be masked by denial. 
A trusting relationship helps patient gain in- 
sights into needs. 

9. Make appropriate referrals to mental health 
professionals to help patient work through 



suicidal feelings and develop healthier 
alternatives. 

10. Help patient set a goal for obtaining long- 
term psychiatric care. Ambivalence about psy- 
chiatric care or refusal to consult with thera- 
pist marks suicidal patient's lack of insight and 
use of denial. 

11. Provide patient with telephone numbers 
and other information about crisis centers, hot 
lines, counselors, etc. Alternatives may ease 
anxiety about perceived threat of long-term 
psychotherapy. 

Documentation 

•Patient's comments about the suicide at- 
tempt and current feelings about it 
• Observations of the patient's behavior 
•Interventions performed to reduce or prevent 
self-destructive, violent behavior 
•Patient's observable responses to interven- 
tions 

•Evaluations for each expected outcome. 



t Numbers following oulcomes relet to interventions. 



t Indicates doctor-ordered instruction. 



Violence, high risk for: Self-directed 
or directed at others 

related to organic brain dysfunction 




Definition 



Presence of risk factors for self-directed or 
other-directed violence 



Assessment 



• History of head trauma or surgery 

• Neurologic status, including cognition, com- 
puted tomography scan, electroencephalo- 
gram, insight and judgment, level of 
consciousness, memory (recent and remote), 
motor ability, orientation, sensory ability 

• Psychosocial status, including verbalizations 
(voice quality and tone, speech content, 
threats), purposeful actions (pounding fists, 
throwing things), nonpurposeful actions (trem- 
ors, facial expressions), coping skills, drug or 
alcohol use, family or significant other, per- 
sonality, socialization, stressors 



Risk factors 



•Anger 

• Clinical evidence of organic brain dysfunction 

• Disorientation to time, place, person 

• Impairment of memory, judgment, and intel- 
lectual functioning 

•Inability to voice feelings 

• Increasing anxiety level 

• Increased motor activity, pacing, excitement, 
irritability, agitation 

•Overt and aggressive acts-goal-directed 
destruction of objects in environment 

• Self-destructive behavior and active, aggres- 
sive, suicidal acts 

•Suspicion of others, paranoid ideation, delu- 
sions, hallucinations 



Associated medical diagnoses isetoed) 

Alzheimer's disease, anoxic encephalopathy, 
Korsakoff's psychosis, organic brain syndrome, 
senile dementia and psychosis, severe head 
injury 



Turn card over to find EXPECTED OUTCOMES, 
INTERVENTIONS AND RATIONALES, 
and DOCUMENTATION. 
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Expected outcomes t 

• Patient avoids injuring or harming self. 
(1,2,3,4,5,6,7,8,9,11) 

• Patient avoids injuring or harming others. 
(1,2,3,4,5,6,7,8,9,11) 

• Patient voices increased feelings of self- 
esteem. (7,8,11) 

• Patient remains calm in a secure environ- 
ment. (2,3,5,6,11) 

• Patient maintains normal sleep-wake 
cycle. (9) 

• Patient expresses feelings in nonviolent and 
nondestructive manner. (2,5) 

• Family or significant other explains need for 
safety and protective measures. (10) 

• Family or significant other expresses intent 
to use supportive services. (11) 

Interventions and rationales 

1, Provide close supervision and watch for 
early signs of agitation or increasing anxiety, 
such as increased motor activity and unrea- 
sonable requests or demands. Early assess- 
ment helps defuse potentially explosive 
behavior by giving patient chance to find ac- 



ceptable ways to deal with aggressive 
tendencies. 

2. Use a calm, unhurried approach when com- 
municating, to reduce patient's sense of lack 
of control. Allow patient to express feelings in 
nonviolent ways, such as beating a pillow, par- 
ticipating in physical exercise, or working with 
clay. Patient can successfully release tension 
when allowed to do so in presence of care- 
giver. Put limits on aggressive and potentially 
violent behavior, to reinforce expectation that 
patient act in responsible, controlled manner. 

3. Identify and remove from environment stim- 
uli—persons, objects, or situations— that pre- 
cipitate potentially destructive behavior. Such 
stimuli may precipitate aggressive behavior in 
patients with cognitive and perceptual deficits. 

4. Remove from environment anything patient 
may use to inflict injury to self or others (belt, 
razor, glass objects, etc.), to ensure patient's 
safety. 

5. Administer and monitor effectiveness of 
medications prescribed to control aggressive 
behavior and help patient remain calm. Medi- 
cation is least restrictive intervention and 



helps reduce patient anxiety and need for 
physical restraints, i 

6. Restrain or seclude patient as necessary to 
prevent serious injury to self or others. Be 
sure to follow hospital policy for these proce- 
dures. 77iese measures serve when patient 
cannot control self in unrestricted environ- 
ment. Restraint or seclusion require doctor's 
order and accurate documentation to ensure 
legal compliance and provide adequate clini- 
cal justification tor their use. * 

7. Provide reality orientation if patient is con- 
fused and disoriented to allow for more effec- 
tive staff-patient interaction. Reorientation 
helps patient learn to separate and distinguish 
fantasy from reality. 

8. Establish a structured daily routine and 
help patient follow it. This helps patient focus 
on reality, participate in positive goal-directed 
behaviors, and gradually develop sell-control. 

9. Assess sleep pattern and establish a regu- 
lar routine to combat sleep deprivation. Sleep 
deprivation is characterized by cognitive, per- 
ceptual, behavioral, and performance changes 
(such as increased irritability, restlessness, 

(continued) 



1 Numbers following outcomes refer to interventions. 



t Indicates doctor-ordered instruction. 



violence, high risk for: Self-directed 
or directed at others 

related to organic brain dysfunction 




Interventions and rationales [continued) Documentation 

confusion, disorientation, agitation, delusions, 
hallucinations, etc.). 

10. Discuss reasons for safety and protective 
measures with family or significant other, to 
reduce their anxiety and gain their under- 
standing of need for restrictive interventions. 

11. Suggest referral to day-care center or 
sheltered workshop for continuation of psycho- 
social treatment. Arrange this through social 
services or home care program. Assistance of 
specialized professionals may be needed to 
facilitate appropriate discharge planning and 
follow-up care. 



• Patient's statement of intent to harm self or 
others 

•Observations of behavior, precipitating fac- 
tors, and methods used to control behavior 

• Patient's responses to medical regimen and 
nursing interventions 

• Family's or significant other's statement of 
understanding of protective safety measures 
(including seclusion or restraint) and need for 
follow-up 

• Evaluations for each expected outcome. 



Care plan notes 
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Care plan notes 



Index 



185 



A 

Abdominal surgery, 75, 82, 142 

Abdominal tumors, 171 

Abortion, 55, 170 

Abruptio placentae, 55, 1 70 

Abscessed teeth, 100 

Abuse, 113. 118, 119 

Achilles tendon repair, 82 

Acquired immunodeficiency syndrome (AIDS), 7, 22, 

23, 29, 36, 54, 65, 78, 79, 86, 87, 1 43, 1 52, 1 63 
Acromegaly, 12 
Activity intolerance, 1, 2 
Activity intolerance, high risk lor, 3 
Adams-Stokes syndrome, 10, 20 
Addison's disease, 12, 68 
Adhesions, 24 
Adjustment impairment, 4 
Adult respiratory distress syndrome, 10, 53, 165, 

177, 178 
Affective disorders, recurrent, 121 
Airway, artificial, 1 1 
Airway clearance, ineffective, 5, 6 
Airway trauma, 6 
Albinism, 141 
Alcoholic psychosis, 58 
Alcohol intoxication, 68, 187 



Nursing diagnoses appear in italicized type. 



Alcoholism, 7, 22, 23, 29, 33, 36, 72, 90, 99, 114, 

123, 125, 127, 129, 140, 149, 163 
Alcohol withdrawal, 139, 150, 161, 181, 182 
Aldosteronism, primary, 50 
Allergic dermatitis, 146 
Altered protection,? 
Altitude sickness, 53 

Alzheimer's disease, 22, 23, 58, 65, 70, 71, 72, 
76, 83, 90, 96, 110, 111, 123, 125, 127, 129, 
150,152,160,172,173,181,184 

Amebiasis, 37 

Amenorrhea, 13 

Amputation, 12, 35, 54, 55, 56, 81 , 103, 131, 132, 143 
Amyotrophic lateral sclerosis, 22, 23, 30, 54, 57, 

65,69,88,122,124,126,128,177,178 
Anaphylactic shock, 10, 21, 165 
Anasarca, 146, 147 

Anemia, 1,7, 18,21,44,52,79, 146, 163, 165, 170 
Anesthesia, general, 11, 68, 156, 157, 159, 172, 
173 

Aneurysm. See specific types. 

Angina, 21, 102 

Ankylosing spondylitis, 89 

Anorexia nervosa, 8, 13, 25, 36, 67, 97, 99, 130 

Anoxic events, 159 

Anxiety, 8, 9, 10 

Anxiety, 8, 27, 29. 36, 38, 71, 94, 98, 130, 132, 

139. 160. 181 
Aortic aneurysm, 168, 169 



Aortic aneurysm resection, 82 

Aortic insufficiency, 21, 165 

Aortic stenosis, 21, 165 

Aphasia, 4. 179 

Aphthous ulcers, 101 

Appendectomy, 82 

Arrhythmias, 13 

Arterial insufficiency, 162 

Arterial occlusion, 137, 140 

Arterial ulcers, 146 

Arteriosclerosis, 140, 165, 179 

Arteriosclerosis of spinal cord, 73 

Arteriovenous malformation, 166, 179 

Arthritis, 89, 140. See also Rheumatoid arthritis. 

Arthroscopy, 82 

Arthrotomy, 82 

Ascites, 147, 171 

Aspiration, high risk tor, 11 

Assault, 113, 119 

Asthma, 1, 5, 6, 87 

Atherosclerotic heart disease, 179 

Atonic colon, 26 

Atopic dermatitis, 146 

Atrial fibrillation, 168 

Atrophic senile vaginitis, 74 

Atrophic urethritis, 74 

Auditory nerve damage, 134 

Autism, 58, 123. 125, 127. 129, 133 



B 

Back pain, chronic, 104 

Barbiturate overdose, 53 

Bed rest, prolonged, 66, 147, 161, 171 

Bell's palsy, 91. 135, 158 

Benign prostatic hypertrophy, 174, 176 

Berry aneurysm, 179 

Bipolar disease, 33, 36. 58, 90, 97, 114, 123, 125, 

127.129,130,138,139,149,181 
Bladder disorders. 75,76, 174 
Bladder suspension, 82 
Bleeding disorders, 101 
Blindness, 40. 46,81,90, 116, 138. 141 
Blood dyscrasia, 79 
Body image agnosia, 91 
Body image disturbance, 12, 13 
Body temperature alteration, high risk for, 14 
Bone cancer, 12 
Bone marrow transplant, 7 
Borderline personality disorder, 130. 132, 133 
Bowel fistula, 47, 48 

Bowel obstruction. See Intestinal obstruction. 

Bowel resection, 46, 82 

Brain stem lesions, 135, 137 

Brain tumor, 7, 46, 57, 58, 69, 70, 75, 76, 83, 90, 
110,111,122,123,124,125,126.127,128, 
129,140,150,159,161,172,173,179,182 

Breast cancer, 12, 48 

Breastfeeding, effective, 15 

Breastfeeding, ineffective, 16 

Breastfeeding, interrupted, 17 

Breathing pattern, ineffective. 18. 19 

Bronchitis, 1 , 5, 6 

Bronchogenic carcinoma, 6 



Bronchoscopy, 82 

Buerger's disease, 140, 159, 162. 168 
Bulimia, 36. 97,107,130 
Burns, 7,12, 41,47, 48, 51,55, 80,102,107, 
115,132,145,159,170,172,173,177,178 
Bursitis, 89 

C 

Calculi, renal, 169, 174 

Campylobacter dysentery, 37 

Cancer, 4, 22, 23. 29, 33, 35, 36, 39, 43, 54, 56, 

78, 79, 101. 122, 124, 128, 146, 147, 152, 163, 

1 80. See also specific types. 
Candidiasis, oral, 101 
Carbon monoxide poisoning, 52, 53 
Carcinomas, 6. 65, 131, 143 
Cardiac disease, end-stage, 22, 23, 29, 33, 35, 36 
Cardiac failure, 44 
Cardiac output, decreased, 20, 21 
Cardiac tamponade, 165 
Cardiogenic shock, 10. 21, 165 
Cardiopulmonary resuscitation, 35 
Cardiovascular disorders, 1, 66, 79, 81, 85, 101, 

115, 130, 163 
Caregiver role strain, 22 
Caregiver role strain, high risk for. 23 
Carotid sinus syndrome, 20 
Carpal tunnel syndrome, 108 
Casts, 3, 39, 145, 147 
Cataracts, 141 

Central nervous system disorders, 90, 159 
Cerebral aneurysm, 166 
Cerebral edema, 159. 166 
Cerebral hemorrhage, 159 



Cerebral palsy, 57, 88, 122. 124. 126, 128, 132, 
136 

Cerebral vasospasm, 166 

Cerebrovascular accident, 2, 3, 5, 6, 1 1, 12, 22, 
23, 27, 39, 43, 44, 53, 56, 57, 58, 65, 68, 69, 
70, 71 , 73, 75, 76, 83, 88, 90, 91 , 96, 1 10, 1 1 1 , 
115, 122, 123, 124, 125, 126, 127, 128, 129, 
131,138,140,141,147,150,158,159,160, 
166, 172, 173, 175, 179 

Cervical fusion, posterior, 82 

Cervical pain, 104 

Cervix, conization of, 82 

Cesarean section, 15, 106 

Chancroid, 86 

Chemical burns, 145 

Chemical toxicity, 159 

Chemotherapy, 35, 101, 115, 135, 140, 145 

Chest trauma, 6, 19 

Child abuse, 113 

Chlamydia infection, 86 

Cholecystectomy, 53, 82 

Cholecystitis, 95, 96 

Chronic fatigue syndrome, 44, 87 

Chronic obstructive pulmonary disease, 1, 6, 18, 
22,23,52,54,79, 85,87,110.115,121.130, 
149, 156, 165, 177, 178, 179 

Cirrhosis, 18, 51, 68, 78, 79, 85, 96, 147, 163, 
171 . See also Laennec's cirrhosis. 

Cleft lip or palate, 77 

Closed head injuries, 72, 81 

Colitis, 12. See also Ulcerative colitis. 

Colostomy, 12,46, 82,142,143,147 

Coma, 7, 25, 34, 70 

Common cold, 135 
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Compartment syndrome, 108 

Condyloma, perineal, 82 

Congenital anomalies, 75, 132 

Congestive heart failure, 1, 2, 3, 5, 18, 20. 21, 22, 

50, 51,65,78,159,165,168,170 
Constipation, 24, 25, 26 
Constipation, colonic. 27 
Constipation, perceived, 28 
Coping, defensive, 29 
Coping, family: Potential for growth, 30 
Coping, ineffective family: Compromised, 31 
Coping, ineffective family: Disabling, 32 
Coping, ineffective individual, 33 
Coronary artery bypass, 82, 142 
Coronary artery disease, 59, 60, 61, 62, 63, 87, 

121,143 
Coronary artery spasm, 165 
Cor pulmonale. 21 
Corticosteroid therapy, 7 
Craniocerebral trauma, 2, 46. See also Head 

injury. 

Crohn's disease, 12, 37, 65,95, 96,130,167 

Cushing's disease, 12,50 

Cystectomy, 82 

Cystic librosis, 30 

Cystitis, interstitial, 76 

Cystocele, 74 

Nursing diagnoses appear in italicized lype. 



D 

Deafness, 46, 81,134,138 

Decisional conflict, 34, 35 

Degenerative diseases, 30, 31, 32, 43, 183 

Dehydration, 13. 159. 170 

Dementia, 22, 23, 43, 71 , 72, 76, 121 , 138, 1 83, 184 

Denial, 36 

Dental surgery, 101 

Dependent personality disorder, 130 

Depression. 13, 26, 27, 33, 36, 40. 44, 67, 71, 94, 

97, 98, 99. 103. 110, 111, 130, 132, 138, 149, 
152, 183 

Dermatitis, 146, 163 

Dermatologic conditions, 146 

Dermatomyositis, 89 

Developmental disability, 133 

Diabetes insipidus, 49, 99 

Diabetes mellilus, 4, 54, 67, 75, 78, 79, 85, 87, 94, 

98, 99, 114, 130, 137, 140, 141, 142, 143, 146, 
147, 163, 168, 169, 175 

Diabetic ketoacidosis, 150, 161 

Diabetic neuropathy, 69, 104, 176 

Dialysis, 47. See also Hemodialysis and Peritoneal 

dialysis. 
Diarrhea, 37, 38 
Diarrhea, 13, 49,67,99 
Digitalis toxicity, 20 
Dilatation and curettage, 82 
Disability, 29, 30, 31, 32, 43, 121, 130, 183 



Disfigurement, 4, 29, 130 
Dislocation, 89 

Disseminated intravascular coagulation (DIC), 7, 

169, 170 
Disuse syndrome, high risk for, 39 
Diversions! activity deficit, 40, 41 
Diverticulitis, 24, 26, 37, 95, 96 
Diverticulosis, 26 

Drug addiction, 22, 23, 29, 33, 36, 58, 114, 149 
Drug-induced deafness, 134 
Drug-induced dermatitis, 146 
Drug-induced diarrhea, 37 
Drug-induced psychosis, 182 
Drug-induced stomatitis, 99 
Drug intoxication, 161 

Drug overdose or toxicity, 33, 53, 67, 68, 71 , 72, 

110, 156, 172, 181, 182 
Drug withdrawal, 33, 150, 161 
Dumping syndrome, 95, 96 
Duodenal ulcer, 47, 167 
Dyscrasia, blood, 79 
Dysentery, Campylobacter, 37 
Dysphagia, 96 
Dysreflexia, 42 

E 

Ectopic ureters, 75 
Electrical burns, 145 
Electrolyte imbalance, 13,20 



Emphysema, 5, 79 
Encephalitis, 2, 159 
Encephalopathy, anoxic, 58, 160, 184 
Encephalopathy, Wernicke's, 68 
Endocarditis, bacterial, 2,21, 168 
Endocrine disorders, 130 
Endometriosis, 142 
Enucleation, 141 
Epicondylitis, 89 
Epidural hemorrhage, 166 
Epispadias, 75 
Epstein-Barr virus, 44 

Esophageal disorders, 47, 48, 95, 96, 167, 178 
Estrogen deficiency, 74 

F 

Facial fracture, 100, 180 
Facial trauma, 12 
Facial tumors, 12 
Factitious disorder, 133 
Failure to thrive, 107 
Family process alteration, 43 
Farsightedness, 141 
Fatigue, 44 
Fear, 45, 46 

Fecal impaction, 26, 176 

Fetal death, 55 

Fever, 99 

Fibroids, 176 

Fissurectomy, anal, 82 

Fistulas, 75. See also specific types. 

Fistulectomy, 82 

Flail chest, 178 



Fluid intake, restricted, 25 

Fluid volume deficit, 47 

Fluid volume deficit, high risk for, 48, 49 

Fluid volume excess, 50, 51 

Folic acid deficiency, 52 

Food poisoning, 47 

Fractures, 2, 3, 39, 40, 41, 47, 89, 107, 122, 124, 

145, 147, 172. See also specific types. 
Frostbite, 68, 147 

G 

Gallbladder disorders, 53 

Ganglion cyst, 108 

Gas exchange impairment, 52, 53 

Gastrectomy, 82 

Gastritis, 95, 96 

Gastrointestinal bleeding, 170, 167 
Gastrointestinal cancer, 95, 96, 167 
Gastrointestinal dysfunction, 67, 99 
Gastrostomy, 147 
Genetic defects, 30 
Genital herpes, 86. See also Herpes. 
Genitourinary disorders, 142, 143 
Gingivitis, 100, 101 
Glaucoma, 141 
Glomerulonephritis, acute, 50 
Glossectomy, 180 
Gonorrhea, 86, 143 
Gout, 89 

Graft vs. host disease, 7 
Granuloma, lethal midline, 137 
Graves' disease, 1 2 
Gravid uterus, 74 
Grieving, anticipatory, 54 



Grieving, dysfunctional, 55 

Growth and development alteration, 56 

Growth disturbance, 13 

Guillain-Barre syndrome, 2, 3, 5, 6, 44, 53, 69, 

122, 124, 126, 128, 140, 177 
Gynecologic disorders, 143 
Gynecologic procedures, 75 

H 

Hallucinations, 81 

Headache, 102, 104, 140 

Head and neck cancer, 101, 180 

Head and neck surgery, 152, 180 

Head injury, 3, 39, 53, 56, 57, 58, 70, 72, 76, 81, 
83, 90, 91,96, 107, 110, 111, 123, 125, 127, 
129,137,138,140,141,150,158,159,160, 
161, 166, 172, 173, 184 

Health maintenance alteration, 57, 58 

Health-seeking behaviors, 59, 60, 61, 62, 63 

Hearing loss, 40. See also Deafness. 

Heart block, chronic, 20 

Heat exhaustion, 67 

Heatstroke, 99, 159 

Hematologic disorders, 81 

Hematoma, septal, 137 

Hemianopsia, 91, 138, 141 

Hemiplegia, 4. See also Paralysis. 

Hemodialysis, 35, 46, 115, 142, 143 

Hemophilia, 7, 52,130,172,173 

Hemorrhage, 99, 169, 170 

Hemorrhagic gingivitis, 100 

Hemorrhagic shock, 10 

Hemorrhoidectomy, 69, 82 

Hemorrhoids, 26 



Hemothorax, 47,170,177 

Hepatic disorders, 71, 72, 167, 171 

Hepatitis, 78, 79, 95, 96, 135,147,152 

Hernia, strangulated, 24 

Hernia repair, 82 

Herniated disk, 89, 140, 176 

Herniation syndrome, 159 

Herpes, 86, 140, 143, 152 

Hip arthroplasty, total, 82 

Home maintenance management impairment, 64 

Hopelessness, 65, 66 

Hospitalization, prolonged, 40, 41, 131 

Human immunodeficiency virus (HIV) infection, 86 

Huntington's disease, 22, 23, 58, 69, 90, 122, 123, 

124, 125, 126, 127, 128, 129 
Hydronephrosis, 174, 175 
Hyperbilirubinemia, neonatal, 17 
Hypercarbia, 161 

Hyperosmolar nonketotic syndrome (HNKS), 47 
Hypertension, 51, 61. 85, 87, 143 
Hyperthermia, 67 
Hyperthermia, 145 
Hyperventilation syndrome, 140 
Hypervolemia, 177 
Hypoalbuminemia, 51 
Hypocalcemia, 27, 140 
Hypoglycemia, 68, 72 

Nursing diagnoses appear in italicized type. 



Hypokalemia, 27 
Hypoplastic anemia, 52 
Hypothalamus, diseases of, 159 
Hypothermia, 68 
Hypothermia, 145 
Hypothyroidism, 27, 50 
Hypovolemia, 177 
Hypovolemic liver failure, 167 
Hypovolemic shock, 21, 99, 165, 170 
Hypoxemia, 161 
Hysterectomy, 55, 82, 131, 132 

I 

Identity disorder, 109 
Ileal bladder, 174 
Ileal conduit, 82, 143, 174 
Ileostomy, 12, 46, 142, 143 
Immunosuppressant therapy, 7 
Immunosuppressive conditions, 131, 132 
Impaction, 24, 26, 176 
Inactivity, 39 
Incest, 117, 118, 119 
Incontinence, bowel, 69, 70 
Incontinence, functional, 71 , 72 
Incontinence, reflex, 73 
Incontinence, stress, 74 
Incontinence, total, 75 
Incontinence, urge, 76 

Infant anomaly, 16. See also Neonatal anomaly. 
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Intent feeding pattern, ineffective, 77 
Infection, 67, 71, 72, 159, 163. See also specific 
types. 

Infection, high risk for. 78. 79 

Infectious diseases, 144 

Infertility, 132 

Influenza, 135 

Inhalation injuries, 80, 156 

Injury, high risk for, 80, 81 , 82 

Insulin-dependent diabetes, 115. See also 

Diabetes mellitus. 
Intestinal obstruction, 11, 24, 48, 51, 95, 96. 167, 

170 
Intubation, 180 
Intussusception, 24 
Iron-deficiency anemia, 52 
Irritable bowel syndrome, 37, 38 
Irritable colon, 26 
Ischemic colitis, 37 
Isolation, 40,41, 116, 138, 152, 161 
IV. therapy, 116, 171 

JKL 

Jaw fracture, 100, 101, 180 
Joint replacement, surgical, 136 
Keloid reduction therapy, 164 
Knowledge deficit, 83, 84, 85, 86 
Korsakoff's psychosis, 160, 184 
Labor, prolonged, 75 



Lactase deficiency, 37 

Laennec's cirrhosis, 50, 58, 90, 123, 125, 127, 

129, 146 
Laminectomy, 82 
Laparoscope 82 
Laparotomy, 82 
Large-bowel cancer, 24 
Laryngeal edema, 180 
Laryngectomy, 12, 46, 54, 158, 180 
Laryngitis, 180 
Laser vaporization, 82 
Lead poisoning, 137, 140 
Leriche's syndrome, 168 
Lesions. See specific types. 
Leukemia, 7,52,54,79, 101, 163 
Level of consciousness, altered, 11, 49 
Liver cirrhosis. See Cirrhosis. 
Loss of consciousness, episodic, 72 
Lower back pain, chronic, 104 
Lumbar disk, prolapsed, 175 
Lung abscess, 165 
Lung cancer, 180 
Lung disease, interstitial, 1, 5, 6 
Lymphomas, 7 

M 

Macular degeneration, 141 
Malabsorption syndrome, 95, 96 
Malingering, 133 

Malnutrition, 7,13,50, 79,101,146,147,161 
Management of therapeutt regimen, ineffective, 87 
Manipulative behavior, 71 
Mastectomy, 12, 48, 54, 55, 131, 132, 143 
Maternal psychological stress, 16, 17 



Maxillofacial trauma, 158 
Mechanical intestinal obstruction, 24 
Mechanical ventilation, 46, 66, 116, 148, 180 
Mediastinoscopy, 82 
Medulla, diseases of, 159 
Meniere's disease, 90,172,173 
Meningioma, olfactory, 137 
Meningitis, 2,70, 166 
Menopause, 132 

Mental retardation, 30, 57, 58, 72, 83, 85, 11 1, 

123, 125, 127, 129 
Mesenteric thrombosis, 24 
Metabolic disorders, 18, 47,130,139 
Metal poisoning, 140 

Metastatic disease, 178. See also Cancer. 

Microcephaly, 77 

Migraine headache, 102, 140 

Mitral insufficiency, 21, 165 

Mitral stenosis, 21,165 

Mobility impairment, 88, 89, 90 

Morbid obesity, 178. See also Obesity. 

Mucous colitis, 38 

Multiple myeloma, 7, 79 

Multiple personality disorder, 133 

Multiple pregnancies, 74, 106 

Multiple sclerosis, 2, 3, 5, 7, 22, 23. 30, 44, 54, 
57, 65, 69, 73, 75, 76, 78. 87, 88, 122, 124, 
126, 128, 136, 140, 141, 172, 173, 175, 177 

Multisystem organ failure, 177 

Multisystem trauma, 10, 47, 78, 116, 122, 124, 
126, 128, 156, 157, 170, 172, 173, 178 

Muscular atrophy, 44 

Muscular disorders, 81 



Muscular dystrophy, 22, 23, 30, 57, 65, 122, 124, 

126, 128,136 
Myasthenia gravis, 5, 6, 44, 53, 69, 88, 122, 124, 

126, 128, 178 
Myelitis, transverse, 76 
Myelomeningocele, 30, 175 
Myocardial infarction, 1, 4, 10, 20, 21, 29, 33, 36, 

68, 102, 131, 142, 168, 169 
Myxedema, 50, 68,71,72, 90 

N 

Narcissistic personality disorder, 132 
Narcotic overdose, 53 
Nasal neoplasms, 137 
Nasogastric tubes, 47 
Nasopharyngitis, 137 
Near-drowning episode, 156, 159 
Nearsightedness, 141 
Neck cancer, 101, 180 
Neck surgery, 12, 54, 152, 180 
Neglect, unilateral. 91 
Neonatal anomaly, 16, 17, 77 
Neonatal hyperbilirubinemia, 17 
Neoplastic brain disease, 91 
Neoplastic disorders, 10, 115 
Nephrectomy, 82 
Nephrolithotomy, 82, 174, 176 
Nephrostomy, 147 
Nephrotoxic drug poisoning, 169 
Neural disorders, 81 
Neuralgia, postherpetic, 104 
Neuritis, peripheral, 89 
Neurogenic intestinal obstruction, 24 
Neurogenic shock, 21, 165 



Neurologic disorders. 77, 130, 144, 163 
Neuroma, acoustic, 134 

Neuromuscular disorders, 39, 75, 130, 146, 147 
Neurovascular compression, 108 
Neutropenia, 7 

Nipple anomaly, maternal, 16, 17 
Noncompliance, 92, 93 

Nutrition alteration, high risk lor: More than body 

requirements, 94 
Nutrition alteration: Less than body requirements, 

95, 96, 97 

Nutrition alteration: More than body requirements, 98 
0 

Obesity, 74, 163 

Obsessive-compulsive disorder, 130 

Optic nerve damage, 141 

Oral cancer, 101, 135 

Oral contraceptive use, 171 

Oral mucous membrane alteration, 99, 100, 101 

Oral surgery, 100 

Oral trauma, 101 

Orchiectomy, 55 

Organic brain syndrome, 49, 58, 70. 81, 83, 110, 
111,114.123,125,127.129,138,150,152, 
160, 172, 173, 181, 184 

Organ transplant, 7, 35, 115 

Nursing diagnoses appear in italicized type. 



Orthopedic injuries, 56, 66, 144 
Osteochondrosis, 89 
Osteomyelitis, 89 
Osteoporosis, 173 
Ostomy, 131, 132, 143 
Otitis media, 134 
Otosclerosis, 134 
Outlet obstruction, 76 
Oxygen therapy. 99 

P 

Pacemaker, 82, 115 
Paget's disease. 21, 89 
Pain, 102, 103 
Pain, chronic, 104 

Pain, chronic, 4,29,102,103,104, 130 

Pancreatitis, 68, 95, 96, 102, 167 

Panic state, 130 

Papillary muscle syndrome, 21 

Paralysis, 4, 22, 23, 55, 57, 65, 88, 116, 121, 143 

Paralytic ileus, 24,48, 95, 96, 167 

Paraplegia, 4, 57, 88. See also Paralysis. 

Parental role conflict, 105 

Parenting alteration. 106 

Parenting alteration, high risk for, 107 

Parkinson's disease, 22. 23, 73, 76, 87, 88, 122, 

124, 126, 128, 172, 173, 177, 178 
Passive-dependent disorder, 130 
Pellagra, 90 
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Pelvic fracture, 74 
Pelvic inflammatory disease, 142 
Pelvic surgery, 142 
Pelvic tumor, 74, 174 
Peptic ulcer, 95, 96 
Pericarditis, 19,21, 165 
Periodontal disease, 101 
Perioperative reaction, 68 
Peripheral nerve entrapment syndrome, 108 
Peripheral nerve trauma, 140 
Peripheral neuropathy, 140 
Peripheral neurovascular dysfunction, high risk for, 
108 

Peripheral vascular disease, 1,2, 39, 79, 89, 146. 

147, 175 
Peritonitis. 24, 95, 96, 170 
Pernicious anemia, 52, 137 
Persistent vegetative state, 34 
Personal identity disturbance. 1 09 
Phantom limb pain, 103, 104 
Phobic attacks, 8 
Pickwickian syndrome, 98, 149 
Pilonidal cyst excision, 82 
Pituitary insufficiency, 68 
Placenta previa, 55, 170 
Plasma volume, loss of, 170 
Pleural effusion, 19 
Pleurisy, 19 

Pneumonia, 5. 6, 19, 53, 165, 177 



Pneumothorax, 19, 177 
Poisoning, 80 

Poisoning, high risk lor, 1 10, 1 1 1 

Poliomyelitis, 44, 57,88, 176 

Polycystic kidney disease, 169 

Polycythemia vera, 52 

Polydipsia, psychogenic, 51 

Polymyositis, 89 

Polyneuropathy, 140 

Polyps, nasal, 137 

Portal hypertension, 79 

Portal vein thrombosis, 51 

Postoperative complications, 144 

Postoperative hypovolemia, 170 

Postsurgical pain, 104 

Postlrauma response, 112,113 

Posttraumatic head injury, 81 , 1 10, 1 1 1 , 1 72, 1 73 

Powerlessness, 114, 115 116 

Pregnancy, 106, 162, 171 

Prematurity, 16, 17, 77, 106 

Presbycusis, 134 

Pressure ulcers, 7, 41, 145 

Prolapsed intervertebral disk, 73 

Prostate cancer, 174, 176 

Prostatectomy, 74,75, 174, 176 

Prostatic hypertrophy, benign, 174, 176 

Pseudomembranous colitis, 37 

Psychosis, 123, 125, 127, 129, 181, 184 

Pulmonary artery infarct, 165 

Pulmonary disease, end-stage, 22, 23, 29, 33, 36 

Pulmonary disorders, 81 

Pulmonary edema, 1,18, 21, 53, 170, 178 

Pulmonary effusions, 178 

Pulmonary embolism, 1, 19, 21, 53, 165, 171 



Pulmonary fibrosis, 178 
Pyelonephritis, 50 

QR 

Ouadriplegia, 4, 57, 88, 121, See also Paralysis. 
Rabies, 140 

Radiation exposure, accidental, 164 
Radiation therapy, 7, 35, 75, 99, 101, 115, 135, 

142, 145, 164 
Rape-trauma syndrome, 117 
Rape- trauma syndrome: Compound reaction, 118 
Rape-trauma syndrome: Silent reaction, 119 
Raynaud's disease, 140, 159, 162, 168 
Rectovaginal fistulectomy, 82 
Reflex sympathetic dystrophy, 104 
Relocation stress syndrome, 1 20 
Renal calculi, 169, 174 
Renal colic, 102 

Renal disease, 22, 23, 29, 33, 36, 51 , 1 30, 1 43, 1 46, 
147 

Renal failure, 21, 43, 46, 50, 78, 87, 1 15, 142, 

169, 170 
Respiratory disorders, 1, 163 
Respiratoryfailure, 1,2, 10, 21, 46, 53, 78, 115, 

156,161,165 
Retina, detached, 40, 141 
Reye's syndrome, 90 

Rheumatoid arthritis, 2, 7, 12, 39, 44, 57, 79, 87, 

88, 121, 122, 124, 126, 128, 142, 168 
Rhinitis, 137 
Rhizotomy, 136 
Rib fractures, 19 
Role performance alteration, 121 
Rotator cuff repair, 82 



S 

Sacral nerve trauma, 176 
Salmonellosis, 37, 49 

Schizophrenia, 8, 22, 23, 71 , 1 1 1 , 1 1 4, 1 21 , 1 52, 1 83 
Scurvy, 101 

Sedation, 156, 157, 172, 173 

Seizure discders, 72,130,140, 173 

Sell-care deficit: Bathing and hygiene, 122, 123 

Self-care deficit: Dressing and Grooming, 1 24, 1 25 

Self-care deficit: Feeding, 126, 127 

Self-care deficit: Toileting, 128, 129 

Self-esteem, chronic low, 130 

Self-esteem, situational low, 131 

Self-esteem disturbance, 132 

Self-mutilation, high risk for, 133 

Senile dementia, 184 

Sensory deprivation, 46, 161 

Sensory or perceptual alteration (auditory), 134 

Sensory or perceptual alteration (gustatory), 135 

Sensory or perceptual alteration (kinesthetic), 136 

Sensory or perceptual alteration (olfactory), 137 

Sensory or perceptual alteration (specify), 138, 139 

Sensory or perceptual alteration (tactile), 140 

Sensory or perceptual alteration (visual), 141 

Sepsis, 177, 178 

Septal fracture, 137 

Septicemia, 161 

Septic shock, 21, 165, 170 

Serum cholesterol level, elevated, 60 

Sexual assault, 119 

Sexual dysfunction, 142 

Sexual dysfunction. 132 

Sexuality pattern alteration, 143, 144 

Sexually transmitted diseases, 143 



Shigella, 37 

Shock, 10, 169, 179. See also specific types. 

Sickle-cell crisis, 89, 169, 171 

Sickle cell disease, 7, 52 

Sick sinus syndrome, 20 

Sinusitis, 137 

Sinus neoplasms, 137 

Sjogren's syndrome, 135 

Skeletal disorders, 81 

Skin disorders, 12, 114 

Skin grafting, 41 

Skin integrity impairment, 145, 146 

Skin integrity impairment, high risk for, 147 

Skin lesions, 163 

Skull fracture, basilar, 135 

Sleep apnea, 149 

Sleep pattern disturbance, 148, 149 
Small-bowel obstruction. See Intestinal 

obstruction. 
Smoke inhalation, 159 
Social interaction impairment, 150, 151 
Social isolation, 152, 153 
Soft-tissue injuries, 107 
Solvent poisoning, 140 
Spastic colon, 26, 38 
Sphincterostomy, 74 
Spina bifida, 175 



Nursing diagnoses appear in italicized type. 
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Spinal cord injury, 2, 3, 4, 6, 12, 24, 39, 41, 42, 
46, 53, 55, 56, 57, 65, 66, 69, 73, 75, 76, 78, 
87. 88,115,122,124,128,136,142,143,147, 
152, 172, 173, 175, 176 

Spinal cord lesions, 140 

Spinal cord tumor, 42, 69, 73, 75, 76, 122, 124, 
126, 128, 136, 175 

Spinal fusion, 82 

Spiritual distress, 154, 155 

Splenectomy, 82 

Spouse abuse, 113, 117, 118, 119 
Sprains, 89 
Stomatitis, 101 
Strangulated hernia, 24 
Streptococcal infection, acute, 177 
Stress, psychological, 16, 17, 63, 103 
Subarachnoid hemorrhage, 166 
Subclavian steal syndrome, 166 
Subdural hemorrhage, 166 
Substance abuse, 79, 121, 130, 132, 183 
Subtentorial herniation, 166 
Suffocation, 80 

Suffocation, high risk for, 156, 157 
Suicide, 110, 111,130, 183 
Sunburn, 147 

Supratentorial herniation, 166 
Supratentorial shift, 166 
Surgery, 4, 7, 9, 11, 54, 82, 139, 145, 159. See 
also specific types. 



Swallowing impairment, 158 
Syncope, 81 

Syndrome of inappropriate antidiuretic hormone, 50 
Syphilis, 86, 143 

Systemic lupus erythematosus, 5, 50, 54, 79, 89, 
168 



Tabes dorsalis, 140 
Teeth, abscessed, 100 
Teeth, carious, 101 
Tendinitis, 89 

Tension pneumothorax, 177 

Terminal illness, 4, 9, 30, 31, 32, 34, 39, 43, 54, 

101, 122, 124, 126, 128, 144, 146, 147, 183 
Tetanus, 88 
Tetralogy of Fallot, 21 
Thalamic syndrome, 135 
Thalassemia, 52 
Thermal burns, 145 
Thermoreceptors, impaired, 14 
Thermoregulation, ineffective, 159 
Third-space fluid shifts, 170 
Thoracic aortic aneurysm resection, descending, 

82 

Thoracic surgery, 47, 102 
Thoracotomy, 53, 82 
Thought process alteration, 160, 161 
Thought process disorders, 28 



Thromboangiitis obliterans, 162 
Thrombocytopenia, 79 
Thrombocytopenia purpura, 7, 52. 171, 173 
Thrombolytic enzyme therapy, 7 
Thrombophlebitis, 171 
Thrombosis, 24, 170 
Thyrotoxicosis, 21 
Tinnitus, 81 

Tissue hypoperfusion, 81 
Tissue hypoxemia, 81 
Tissue integrity impairment, 162, 163, 164 
Tissue perfusion alteration /cardiopulmonary), 165 
Tissue perfusion alteration /cerebral), 166 
Tissue perfusion alteration /gastrointestinal), 167 
Tissue perfusion alteration /peripheral), 168 
Tissue perfusion alteration (renal), 169 
Tissue perfusion alteration (specify). 170 
Tissue perfusion alteration (venous), 1 71 
Tooth enamel erosion, 13 
Toxic confusional states, 71,72 
Tracheal anomalies, 178 
Tracheal obstruction, 177 
Tracheal stricture, 177 
Tracheostomy, 12, 46, 54, 158, 180 
Traction, 2, 3,39,40,66, 116,145,147,161 
Tranquilizer overdose, 53 
Transient ischemic attack, 140, 166 
Transplantation, 7, 35, 78. See also Bone marrow 

transplant and Organ transplant. 
Transverse myelitis, 76 

Trauma. 11,30, 31,32, 33, 43, 57, 75, 80,89, 
112, 138, 145, 183. See also specific types. 
Trauma, high risk for, 1 72, 1 73 
Trichinosis, 37 



Trichomoniasis, 86 
Tube feedings, 1 1 
Tuberculosis, 152 

Tumors, 166. See also specific types. 
Typhoid fever, 37 

U 

Ulcerative colitis, 4, 27, 37, 38, 95, 96, 167 
Upper motor neuron damage. 73 
Uremia, 71,72 

Ureteroileostomy, 12, 142, 147 
Urethral obstruction, 176 
Urethral strictures, 174, 176 
Urethritis, 74, 76 
Urethrocele, 74 
Urinary diversion, 174 

Urinary elimination pattern alteration, 174, 175 

Urinary retention, 176 

Urinary retention, surgical, 176 

Urinary tract infection, 174 

Uterine prolapse, 74 

Uterine suspension, 82 

V 

Vaginal repair, 82 
Vaginitis, atrophic senile, 74 
Valvular disorders, congenital, 1 
Varicose veins, 171 
Vascular insufficiency, 108 
Vascular intestinal obstruction, 21 
Vascular occlusion, 108 
Venipunctures, multiple, 171 
Venous insufficiency, 162, 171 
Venous stasis, 162 



Venous ulcers, 146 

Ventilation. See Mechanical ventilation. 
Ventilation, spontaneous: Inability to sustain, 177 
Ventilatory support, 66 

Ventilatory weaning response, dysfunctional, 178 
Ventricular bleed, 166 

Verbal communication impairment, 179, 180, 181 
Vertebral fractures, 2, 19, 66 
Vertigo, 81 

Vesicants, extravasation from, 145 

Vesicovaginal fistulectomy. 82 

Violence, high risk for. 182 

Violence, high risk for: Self-directed, 183 

Violence, high risk for: Self-directed or directed at 

others, 184 
Viral hepatitis, 135 
Vitamin B deficiency, 140 
Vitamin B, deficiency, 90 
Vitamin B 12 deficiency, 135, 176 
Volvulus, 24 
Vomiting, 67, 99 

WXYZ 

Warts, genital, 86 
Wernicke's aphasia, 179 
Wernicke's encephalopathy, 68 
Wisdom teeth, impacted, 100 
Wounds, 79, 145 
Zinc deficiency, 135 



